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ABILITY TO PROVIDE ALL MEDICARE SERVICES - Madigan staff 
(mean = 4.47, st. dev. = .78) feel that the our ability (or inability) to provide all 
Medicare services poses a greater potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than Lead Agency staff (mean = 3.73, st. dev. = 1.39) 
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INADEQUATE INFORMATION SYSTEMS CAPABILITIES - People working in 
administrative positions (mean = 3.96, st. dev. = 1.10) feel that inadequate 
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F(l,60) = 6.591, p<.013 
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F(l,59) = 7.011, p<.010 

INADEQUATE STAFFING LEVELS - Madigan staff (mean = 4.13, st. dev. = .93) feel 
that inadequate staffing levels pose a greater potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than Lead Agency staff (mean = 3.47, st. dev. = 1.41) 
F(l,59) = 16.072, p<.000 

INADEQUATE TRAINING - Physicians (mean = 3.25, st. dev. = 1.23) feel that 
inadequate training poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than non-physicians (mean = 3.98, st. dev. = 1.01) 
F(l,60) = 5.936, p<.018 

INADEQUATE UTILIZATION MANAGEMENT - Physicians (mean = 2 75, 
st. dev. = 1.29) feel that inadequate utilization management poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than non-physicians (mean = 3.47, 
st. dev. = 1.22) 
F(l,60) = 4.368, p<.041 



ABSTRACT 

This study provides an analysis of the activities undertaken by Region 11 Lead 

Agency and Madigan Army Medical Center (MAMC) staff in planning and preparing for 

the implementation of a TRICARE Senior Demonstration of Military Managed Care. 

The study utilizes a survey instrument and identifies management's perceptions about the 

relative importance of TRICARE Senior Demonstration implementation issues, time and 

coordination requirements for managing the issues, learning requirements during the 

process of demonstration implementation, and management's perception about the 

potential threats to the ultimate success of the TRICARE Senior Demonstration. Survey 

results of the Region 11 Lead Agency management are compared and contrasted with 

survey results of MAMC management to identify significant differences in issue 

perception at a regional level versus an MTF level. Additionally, results are compared 

and contrasted among the following demographic sub-groups: 

1. Healthcare Administrators (HCAs) vs. non-HCAs 
2. Healthcare Administrators (HCAs) vs. Physicians 
3. Physicians vs. non-Physicians 
4. Nurses vs. non-Nurses 
5. Clinical positions vs. Administrative positions 
6. New employees vs. other employees 

The Lead Agency management staff and MAMC management staff have 

performed extensive work in preparing for the TRICARE Senior demonstration. Their 

perceptions of the most important issues can provide a source of invaluable information 

for management staff of other Lead Agencies and MTFs that will likely implement some 

form of Medicare subvention in the future. The discussion of the major issues, the 

li 



discussion of the potential threats, and the comparison of results among demographic 

sub-groups contained in this study can further help define management priorities when 

implementing a similar program in the future. 
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CHAPTER I 

INTRODUCTION 

The Department of Defense (DoD) will conduct a demonstration in which 

selected Military Treatment Facilities (MTFs) will operate similarly to Medicare at-risk 

Health Maintenance Organizations (HMOs). While this effort will not include actual 

Medicare reimbursement, it will attempt to simulate what would happen if DoD 

maintained its current level of effort and there were actual Medicare reimbursement. The 

goal of this demonstration is to test a cost-alternative for delivering accessible and quality 

care to dual-eligible beneficiaries that would not increase the total federal cost for either 

agency (OCHAMPUS 1997). Before revealing specifics of this demonstration, it is 

important to first understand the history of both the Medicare program, the Military 

Health Services System (MHSS), and the events that culminated in this simulation 

demonstration. 

a. Conditions which Prompted the Study- 

Medicare. Beginning in 1915, various efforts to establish government health 

insurance programs have been initiated every few years. From the 1930's on, there was 

broad agreement on the real need for some form of health insurance to alleviate the 

unpredictable and uneven incidence of medical costs. Efforts to include a health 

insurance program in the original 1935 Social Security Act were dropped by President 

Roosevelt because he feared strong physician opposition would jeopardize the entire 

program (Brecher 1995). Various national health insurance plans, financed by payroll 

taxes, were proposed in Congress starting in the 1940's; however, none was ever brought 



to a vote (Social Security Bulletin 1993). Post World War II efforts to add national 

health insurance to the nation's social security system by President Truman led to a large- 

scale, well-funded campaign against it by the American Medical Association and various 

business organizations. The victory of a Republican in the 1952 presidential election led 

to an 8-year period of little action or prospect for change in federal health care policy. 

(Brecher 1995). 

The presidential election of 1960 saw a revival of interest in federal efforts. This 

time the Democrats, supported by labor organizations, advocated hospital insurance for 

the elderly only, rather than immediate enactment of a universal system. The Democratic 

presidential candidate won, but the legislation that emerged from Congress reflected 

major compromises with more conservative legislative leaders. The Kerr-Mills act of 

1961 established a program to pay for the medical expenses of the poor elderly that was 

closely linked to joint state-federal welfare programs rather than a broader program 

linked to federal Social Security (Brecher 1995). 

The landslide victory of the Democrats in the 1964 national elections made 

possible the passage of broader legislation (Brecher 1995). A more comprehensive 

improvement in the provision of medical care, especially for the elderly, became a major 

congressional priority (Social Security Bulletin 1993). After various considerations and 

approaches, and after lengthy national debate, Congress passed legislation in 1965, which 

established the Medicare and Medicaid programs as Title XVIII and Title XIX of the 

Social Security Act. Medicare was established in response to the specific medical care 

needs of the elderly, while Medicaid was established in response to the widely perceived 



inadequacy of the "welfare medical care" under public assistance (Social Security 

Bulletin 1993). 

Title XVIII of the Social Security Act, entitled "Health Insurance for the Aged 

and Disabled," is commonly known as Medicare. When first established in 1966, 

Medicare covered most persons age 65 and over. Since then, legislation has added other 

groups: (1) persons who are entitled to disability benefits for 24 months or more (1972); 

(2) persons with end-stage renal disease (ESRD) requiring dialysis or kidney transplant 

(1972); and (3) certain otherwise non-covered persons who elect to "buy into" Medicare 

(1973) (Waid 1996). 

Medicare consists of two parts: hospital insurance (HI), also known as Part A; and 

supplementary medical insurance (SMI), also known as Part B. Part A covers inpatient 

hospital care, skilled nursing facility (SNF) care, home health agency (HHA) care, and 

hospice care. Part B covers primarily physician services (in both hospital and non- 

hospital settings). It also covers certain other non-physician services including clinical 

laboratory tests, durable medical equipment, flu vaccinations, drugs which cannot be self- 

administered, most supplies, diagnostic tests, ambulance services, some therapy services, 

certain other health care services, and blood which is not supplied by Part A (Waid 1996). 

When Medicare began on July 1,1966, there were 19.1 million persons enrolled 

in the program. By the end of 1966, 3.7 million persons had received as least some 

health care services covered by Medicare. In 1995, more than 37 million persons were 

enrolled in one or both parts of the Medicare program. About 83 percent of (84 percent 



of the aged) of all Medicare "enrollees" used some HI and/or SMI service in fiscal year 

(FY) 1995 (Waid 1996). 

From the mid-1970's to 1992, federal efforts focused on controlling the rising cost 

of Medicare and Medicaid rather than expanding their scope. This shift was first evident 

in 1972 with the creation of utilization review organizations. The federal Health 

Maintenance Organization Act of 1973 sought to promote these organizations because 

they also were viewed as cost-saving delivery mechanisms (Brecher 1995). 

Medicare Managed Care.   The triumph of conservative Republicans in the 1980 

national elections and the reelection of President Reagan in 1984, gave greater energy to 

efforts to curb spending under Medicare and Medicaid as well as virtually all other forms 

of domestic federal policy (Brecher 1995). 

In 1982, with the passage of the Tax Equity and Fiscal Responsibility Act 

(TEFRA), Congress mandated the provision of managed care plan options to Medicare 

beneficiaries. The statute allows Medicare beneficiaries to enroll in risk or cost contract 

Health Maintenance Organizations (HMOs), or Competitive Medical Plans (CMPs) 

which offer a limited benefit plan. Risk plans contract with Medicare's administrative 

agency, the Health Care Financing Administration (HCFA) to provide Medicare benefits. 

In exchange for their participation, the plans receive a capitated payment to cover the cost 

of care to beneficiaries. The structure provides incentives for plans to keep utilization of 

services to a minimum (Edson 1996). 

The Adjusted Average Per Capita Costs (AAPCC) is calculated as the basis for 

the capitation of an enrolled beneficiary. It is calculated by HCFA by: (1) projecting the 



United States per capita costs (USPCC) for services rendered to Medicare beneficiaries; 

(2) adjusting the USPCC to county level historical cost data (with the exception of end- 

stage renal disease whose costs are calculated on a state level); (3) converting costs to a 

fee-for-service basis by removing Medicare HMO beneficiaries; and (4) recalculating the 

county per capita cost adjusting for demographic variables (age, gender, institutional 

status, and Medicaid status). Medicare then pays 95 percent of the AAPCC rate to the 

Medicare HMO for each beneficiary enrolled by county of residence (HCFA 1995). 

To obtain a TEFRA Medicare contract, a plan must be either a federally qualified 

HMO or designated by the HCFA as a CMP. The HMO or CMP must meet TEFRA 

requirements in a range of issues including membership, medical services, enrollment, 

marketing, administrative ability and quality assurance. The Omnibus Budget 

Reconciliation Acts (OBRA) of 1985, 1987 and 1990 further defined the rules and 

regulations governing Medicare HMO's (Zarabozo and LeMasurier 1995). 

Since 1993, the number of Medicare and Medicaid beneficiaries enrolled in 

managed care plans has experienced unprecedented growth. As a result, HCFA is 

currently the largest purchaser of managed care in the country, accounting for 15.5 

million Americans. The Clinton Administration has worked to expand choices for 

Medicare beneficiaries and ensure that all beneficiaries enrolled in managed care receive 

quality care. As part of his seven-year balanced budget proposal, President Clinton 

would further expand the availability of managed care to Medicare beneficiaries by 

increasing the number of Medicare options available (HCFA 1996). 



As of February 1,1996, almost 4 million Medicare beneficiaries were enrolled in 

managed care plans, accounting for more than 10 percent of the total Medicare 

population. That represents a 67 percent increase in managed care enrollment since 1993. 

Currently 81.6 percent of Medicare beneficiaries in managed care plans are in risk plans. 

Since January 1,1993, enrollment in risk plans has grown 105 percent. As of February 1, 

1996, risk plans made up 194 of the 278 managed care plans participating in Medicare 

(HCFA 1996). 

Military Health Services System (MHSS) Managed Health Care.   The medical 

mission of the Department of Defense is to provide medical services and support to the 

armed forces during military operations, and to provide medical services and support to 

members of the armed forces, their family members and others entitled to DoD medical 

care (TRICARE Final Rule 1995). The idea of military medical care for the families of 

active duty members of the uniform services dates back to the late 1700s. In 1884, 

Congress directed that "medical officers of the Army and contract surgeons shall 

whenever possible attend the families of the officers and soldiers free of charge" 

(OCHAMPUS Fact Sheet 1,1995). 

There was very little change until World War II. Most draftees in that war were 

young men who had wives of child-bearing age. The military medical care system, which 

was on a wartime footing, could not handle the large number of births, nor care for the 

very young children. In 1943, Congress authorized the Emergency Maternal and Infant 

Care Program (EMIC). EMIC provided for maternity care and the care of infants up to 

one year of age for wives and children of service members in the lower four pay grades. 



It was administered by the "Children's Bureau" through state health departments 

(OCHAMPUS Fact Sheet 1,1995). 

The Korean conflict again strained the capabilities of the military health system. 

In 1956, the Dependents Medical Care Act was signed into law, effective December 7, 

1956.   The 1966 amendments to this act created the Civilian Health and Medical 

Program of the Uniformed Services (CHAMPUS). The CHAMPUS program was 

effective October 1,1966. Retirees, their family members, and certain surviving family 

members were brought into the program on January 1,1967 (OCHAMPUS Fact Sheet 1, 

1995). 

The CHAMPUS program is a federal medical benefit program that cost shares 

charges for medically necessary services and supplies required in the diagnosis or 

treatment of and illness or injury.    Funding and benefits for this program are provided 

by Congress. Medicare eligible military beneficiaries, who lose CHAMPUS eligibility 

when they attain Medicare eligibility, are also eligible for care in the direct system on a 

space-available basis, and can be reimbursed for civilian care under the Medicare 

program. The majority of care for military beneficiaries is provided within catchment 

areas of MTFs, a catchment area being roughly defined as the area within a 40-mile 

radius around an MTF (TRICARE Final Rule 1995). 

Recently DoD has embarked on a new program, called TRICARE, which will 

improve the quality, cost and accessibility of services for its beneficiaries. Because of the 

size and complexity of the MHSS, TRICARE implementation is being phased in over a 

period of several years. The principal mechanisms for the implementation of TRICARE 



are the designation of the commanders of selected MTFs as Lead Agents for 12 

TRICARE regions across the country, operational enhancements to the MHSS, and the 

procurement of managed care contracts for the provision of civilian health care services 

within those regions. Under the TRICARE health care enrollment structure, all health 

beneficiaries become participants in TRICARE and are classified into one of four 

categories: 

1. Active duty members, all of whom are automatically enrolled in TRICARE 

Prime, an HMO-type option; 

2. TRICARE Prime enrollees, who (except for active duty members) must be 

CHAMPUS eligible; 

3. TRICARE Standard and TRICARE Extra participants, which includes all 

CHAMPUS-eligible DoD beneficiaries who do not enroll in TRICARE 

Prime; or 

4. Medicare-eligible beneficiaries and other non-CHAMPUS-eligible DoD 

beneficiaries, who, although not eligible for TRICARE Prime, may participate 

in many features of TRICARE. These other features are outlined in the 

TRICARE Final Rule and Section 32, part 199 of the Code of Federal 

Regulations (32 CFR Part 199) (TRICARE Final Rule 1995). 

Medicare Subvention. Medicare-eligible beneficiaries lose their CHAMPUS 

eligibility when they attain Medicare eligibility, and only CHAMPUS eligible individuals 

are eligible for the TRICARE Prime program. Medicare-eligible beneficiaries are still 

eligible for space-available care at MTFs, but as more beneficiaries enroll in TRICARE 



Prime, there is less space-available within MTFs.   Military retirees feel they are 

effectively being "locked out" of the MHSS (TROA 1996). 

Effective lobbying efforts of the Military Coalition, a collection of 23 military 

organizations, resulted in various legislative initiatives in 1995 and 1996 to provide a 

solution to this problem. Senator Phil Gramm (R-TX) introduced Senate Bill 1487 on 

December 20,1995. This bill proposed establishment of a demonstration project to 

provide that the Department of Defense receive Medicare reimbursement for health care 

provided to certain Medicare-eligible military beneficiaries. This bill was cited as the 

'Uniformed Services Medicare Subvention Demonstration Project Act' (S. 1487 1995). 

Representative Joel Hefley (R-CO) introduced House Resolution (H.R.) 580 on 

January 19,1996. This bill proposed amending title XVIII of the Social Security Act and 

title 10, United States Code, to allow the Secretary of Health and Human Services to 

reimburse the Military Health Services System for care provided to Medicare-eligible 

military retirees and their spouses in the MHSS (H.R. 580 1996). 

These initial legislative proposals were reworked by various legislative 

committees. New, more specifically defined legislation was reintroduced on March 21, 

1996. Senator Robert Dole introduced Senate Bill 1639, Representative Hefley 

introduced H.R. 3142, and Representative J.C. Watts (R-OK) introduced H.R. 3151. 

There were now two legislative forms of a Medicare Subvention demonstration project 

proposed by congress. The Gramm (S.1487 1995)/Hefley (H.R.3142 1996) and the Dole 

(S.1639 1996) /Watts(H.R.3151 1996) bills were very similar pieces of legislation. 

However, it was now up to the Department of Defense and the Department of Health and 



Human Services to prepare a Memorandum of Agreement in a timely manner so final 

legislation could be prepared and enacted as part of the Fiscal Year 1997 Defense 

Authorization Act. 

Both versions of proposed legislation required that a Medicare Subvention 

Demonstration Project be enacted in two of DoD's 12 regions and evaluated by an 

independent evaluator.   The regions chosen by DoD were regions 6 and 11. Region 6 

includes Arkansas, Oklahoma, parts of Louisiana, and most of Texas, and is home to 

approximately 11.5% of the nation's 1996 Medicare-eligible military retirees and their 

spouses. Thirteen medical centers and hospitals are located within Region 6. The Lead 

Agency in Region 6 is located at Wilford Hall Air Force Medical Center, located at 

Lackland Air Force Base (AFB) in San Antonio, TX.   Region 11 includes Washington, 

Oregon and a small portion of Idaho near Spokane, Washington, and is home to 

approximately 4.2% of the nation's Medicare-eligible military retirees and their spouses. 

Four medical centers and hospitals are located within Region 11. The Lead Agency in 

Region 11 is located at Madigan Army Medical Center, which is located near Tacoma, 

Washington (733 Update Report 1996). These regions were chosen because they were 

the first regions where the TRICARE program was implemented.   The TRICARE 

program is a requirement for the demonstration, since it limits its coverage to TRICARE 

Prime (U.S. Medicine 1996). 

The Department of Defense contracted with United HealthCare to evaluate the 

feasibility of the Medicare Subvention Demonstration Project and prepare a modeling and 

impact study. This study documented the advantages DoD possesses as it prepares to 

10 



emulate civilian Medicare-risk HMOs, and scrutinized an array of potential obstacles to 

program success. This study, prepared on July 26,1996, called the "DoD Medicare 

Modeling and Impact Study," highlighted numerous weaknesses DoD would have to 

overcome to successfully implement Medicare Subvention. Their final conclusion 

indicated "that the demonstration is probably not financially feasible in Seattle and only 

marginally feasible in San Antonio (United Health Care 1996). 

A Memorandum of Agreement titled "Medicare Demonstration of Military 

Managed Care" was signed on September 6,1996 by William Perry, Secretary of 

Defense; Donna Shalala, Secretary of Health and Human Services; Steven Joseph, 

Assistant Secretary of Defense (Health Affairs); and Bruce Vladeck, Administrator, 

Health Care Financing Administration (Joseph, Perry, Shalala and Vladeck 1996). On 

September 10,1996, President Clinton announced the "Medicare Demonstration of 

Military Managed Care." Pending final legislation from Congress, the demonstration was 

scheduled for implementation on January 1, 1997, or shortly thereafter (News Release 

1996). 

Republican congressional leaders met September 27 with chairmen of every 

committee having jurisdiction over the military or Medicare and agreed to support a 

subvention test. Three days later, however, when proponents tried to insert the plan into 

the omnibus appropriations bill, Representative William Thomas (R-CA) blocked the 

move. Thomas chairs the House Ways and Means subcommittee on health, which has 

oversight responsibility for Medicare (Philpott 1996). Thomas was likely influenced by a 

Congressional Budget Office memorandum dated September 19,1996, which stated the 

11 



demonstration project would increase Medicare costs by $80 million over four years (F- 

D-C Reports 1996). 

The Memorandum of Agreement was to be conducted under the authority of new 

legislation reflecting the terms of the agreement (Joseph, Perry, Shalala and Vladeck 

1996).   Dr. Joseph, however, was emphatic that the MHSS would not suspend efforts, 

but push as far as possible without the legislative support for the demonstration. 

According to Mr. John Casciotti, the DoD Health Affairs legal advisor, Health Affairs 

and the MHSS could perform the demonstration without legislation. Dual eligible 

beneficiaries can be enrolled in TRICARE as part of the Medicare Demonstration of 

Military Managed Care. Dr. Martin, the Principal Deputy Assistant Secretary of Defense 

(Health Affairs) pointed out that the signed agreement between HCFA and DoD already 

shows that the MHSS can operate as a Medicare Health Maintenance Organization 

(Broyles 1996). Additionally, Representative Hefley stated that he will reintroduce 

Medicare subvention in Congress again in 1997 (Philpott 1996). 

The MHSS redirected their Medicare Subvention plan, and developed a 

"Medicare Simulation" demonstration. Under this program, the DoD will conduct a 

demonstration in which selected MTFs will operate similarly to Medicare at-risk Health 

Maintenance Organizations. While this effort will not include actual Medicare 

reimbursement, it will attempt to simulate what would happen if DoD maintained its 

current level of effort and there were actual Medicare reimbursement. The goal of this 

demonstration is to test a cost-alternative for delivering accessible and quality care to 
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dual-eligible beneficiaries that would not increase the total federal cost for either agency 

(OCHAMPUS 6010.49-M 1997). 

This program will be titled the TRICARE Senior Program, and will be expanded 

to include six different geographic areas in Regions 3,4, 6, 9, and 11. The TRICARE 

program is operational in all of these geographic areas. The areas include: 

1)  San Antonio Area 

a) Wilford Hall Medical Center, Lackland Air Force Base, TX 

b) Brooke Army Medical Center, Fort Sam Houston, TX 

2) Madigan Army Medical Center, Tacoma, WA 

3) Reynolds Army Community Hospital, Fort Sill, Lawton, OK 

4) Keesler Air Force Base, Biloxi, MS 

5) Eisenhower Army Medical Center, Fort Gordon, GA 

6) San Diego Naval Medical Center, San Diego, CA 

The Army Medical Department Plan for the Medicare Simulation further details the 

reasoning for proceeding with this simulation. This document states that the purpose for 

the simulation project is to implement an internal test of a managed care program to 

include DoD Medicare eligible beneficiaries. The project will not involve an exchange of 

funds between DoD and HCFA for health care services provided to these beneficiaries, 

but the project will enable DoD to validate the feasibility of proceeding with current 

efforts to obtain approval for a Medicare Subvention program. The simulation will also 

serve to strengthen and expand current Executive Branch, Congressional and beneficiary 
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advocacy group support for Medicare Subvention (Army Medical Department Plan 

1996). 

This Army Medical Department Plan has identified 11 objectives of this program 

as follows: 

1) To provide enhanced priority access to quality health care for involved 

beneficiaries. 

2) To ensure direct care system staff, including primary care managers (PCMs) 

and others who will be involved in the simulation, understand managed care 

conceptually and specific TRICARE and Medicare requirements. 

3) To create and ensure a seamless interface between direct care staff and 

associated contractors to promote program success. 

4) To ensure the simulation marketing (enrollment/information/education) 

program supports beneficiary and provider satisfaction. 

5) To coordinate simulation program activities with Air Force and Navy 

counterparts, to ensure program success. 

6) To provide all primary care, preventive services and most specialty care/ 

services to dual-eligibles enrolled in the TRICARE Senior Program. 

7) To establish and implement a utilization management program capable of 

supporting a capitated Medicare reimbursement system. 

8) To provide accurate and timely tracking of all health care costs for Medical 

eligible space-available users and costs both within and outside of the direct 

care system for TRICARE Senior Program enrollees. 
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9) To work with other DoD entities to support timely fielding of information 

systems equipment, timely and adequate staff training and the integrity and 

quality of data and reports. 

10) To support development of an information management system designed to 

address the implicit infrastructure requirements for an integrated health care 

delivery system. 

11) To ensure program integrity to accommodate DoD demonstration evaluation 

efforts and programs. 

The simulation conducted in Army MTFs will be evaluated by US Army Medical 

Command, Army , the Office of The Surgeon General and the Office of the Assistant 

Secretary of Defense for Health Affairs. DoD will solicit the participation of HCFA in 

the evaluation process to ensure the fundamental provisions contained in the DoD/DHHS 

MOA are maintained. The evaluation will focus on determining if subvention is a cost 

effective alternative for delivering accessible and quality health care to dual-eligible 

beneficiaries and their families. The evaluation will also examine the impact of the 

simulation on medical services for active duty, active duty family members, TRICARE 

eligible retirees and their family members (Army Medical Department Plan 1996). 

b. Problem Statement 

A TRICARE Senior Demonstration will begin in 1997 at Madigan Army Medical 

Center. Experience and historical data to aid in implementing this complex process are 

not available at either the regional or the facility level, nor have the impact of 
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implementation on employees, beneficiaries, and the community at both the regional 

level and medical treatment facility level been measured and evaluated. 

c.   Literature Review 

DoD's Reasons for Wanting Medicare Subvention 

Increased Access for Retirees. As discussed earlier, space-available care for 

retirees at military MTFs is disappearing as enrollment of other beneficiaries in 

TRICARE Prime increases. Retirees feel they have been promised healthcare for life by 

the military, and demand access to military MTFs. Prior to 1956, the statutory authority 

to provide health care to retirees and dependents was not clear. The Dependents' Medical 

Care Act of 1956 described and defined retiree/dependent eligibility for health care at 

military facilities as being on a space available basis. Authority was also provided to care 

for retirees and their dependents at these facilities (without entitlement) on a space 

available basis. The legislation also authorized the imposition of charges for outpatient 

care for such dependents as determined by the Secretary of Defense (Burelli 1991). 

Although no authority for entitlements was extended to retirees and their 

dependents, the availability was almost assured given the small number of such 

beneficiaries. Therefore, while not legally authorized, for many people the "promise" of 

"free" health care "for life" was functionally true. This "promise" was and continues to 

be a useful tool for recruiting and retention purposes (Burelli 1991). 

Retiree groups, such as The Retired Officers Association, feel that "the 

government has an obligation to fulfill the long-standing health care commitments that 
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have been made to service members to help persuade them to accept the demands and 

sacrifices inherent in arduous careers in uniformed service"(TROA 1996). Dr. Stephen 

Joseph, Assistant Secretary of Defense (Health Affairs), testified before Congress in 1995 

that DoD has an "implied moral commitment" to provide health care to all eligible 

beneficiaries (TROA 1996). Dr. Joseph called the demonstration project "a giant step in 

the right direction for us (DoD) to be able to care for our older beneficiaries (News 

Release 1996). 

Cost Savings.   Proponents believe Medicare subvention can save HCFA money. 

Some of the earliest data on HMOs come from the massive RAND Health Insurance 

Experiment, launched in 1971. Although HMOs represented only a tiny segment of the 

health care market at the time, they were beginning to attract notice, and so one large, 

well-established HMO was included in the study. The major finding - that large, staff- 

model HMOs are able to control costs and still provide care as good at those in the fee- 

for-service system - still stands (RAND 1995). 

For example, health expenditures in California, the state with the largest enrolled 

managed care population (85 percent of the state's insured population), have grown at a 

dramatically slower rate than those in the country at large. This is not only true with 

overall costs, but with every major category of health care spending. For example, 

spending on hospital services has grown by 27 percent in the last decade, exactly half of 

the national average of 54 percent. Money paid to physicians increased by 58 percent in 

California, while national spending on doctors went up 82 percent. Spending on 
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pharmaceuticals went up 41 percent in California compared to 65 percent across the 

country (RAND 1995). 

Finally, DoD's "Section 733 Study of the Military Medical Care System," 

released in May, 1994, found that military care is actually up to 24 percent less expensive 

than civilian care.   Proponents of Medicare subvention argue that if the military managed 

care environment can provide care at a better cost than a civilian care and increase access 

for retirees, then why would HCF A not fully embrace Medicare Subvention? 

Quality and Satisfaction. Medicare Subvention proponents point to additional 

indicators of quality and satisfaction in managed care plans to support the demonstration 

project. A Health Insurance Reform Project at George Washington University found that 

although growth in Medicare managed care plans has not kept pace with the private 

sector, seniors who are already enrolled in managed care plans are happy with them. A 

recent American Viewpoint survey shows only 2 percent of Blue Cross and Blue Shield 

Medicare HMO members switch back to fee-for-service, even though they have the 

option of switching every month. Moreover, the survey demonstrates that even Medicare 

beneficiaries with chronic and serious medical conditions, such as cancer, kidney disease 

and pulmonary disease, prefer HMOs over traditional Medicare. The poll found, by a 

three-to-one margin, seniors cite 1) HMOs reduced paperwork, 2) lower out-of-pocket 

costs and 3) expanded benefits, as tremendous advantages over the traditional Medicare 

program (Etheredge 1996). 

A survey conducted in February, 1996, for the Physician Payment Review 

Commission, which advises Congress on Medicare payment issues, found that Medicare 
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managed care enrollees find healthcare accessible and are relatively satisfied with their 

plans. The survey also found that only 8 percent of Medicare managed care enrollees 

reported trouble seeing physicians, 96 percent of enrollees were able to see the same 

physician for most scheduled visits and 43 percent rated their plans' overall healthcare 

coverage as "excellent," while only 4 percent said it was either "fair" or "poor" (Gardner 

1996). 

While satisfaction issues are important, they are simply a perception of quality. 

HCFA contracted with the RAND corporation to evaluate Medicare HMO's effect on 

quality of care for the elderly. The RAND research team found that "although some 

patients were being discharged before they were stable, the majority received good care 

and came to no harm as a consequence of shorter hospitalizations." RAND concluded 

that "cost-cutting is not necessarily the enemy of quality. It is possible to have both, 

provided that the adverse effects of the cost-savings are identified early and ways are 

found to ameliorate them" (RAND 1995). 

David Chellappa, MD, corporate medical director at Anthem Blue Cross and Blue 

Shield of Indiana, Kentucky, and Cincinnati, clearly illustrated the belief that 

coordination improves the quality of care when he stated that "the major focus of 

managed care is on addressing the patient's total health care needs, which is especially 

challenging in the senior population. Old-fashioned, fee-for-service Medicare 

concentrated on episodic illness—treating each illness or injury as a separate, unrelated 

event. But managed care has changed that. Physicians are now rewarded for anticipating 
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and preventing future problems, and making sure that all prescriptions and other services 

are coordinated in a sensible way" (Etheredge 1996). 

Health services research supports these doctor's observations. A recent article in 

the American Journal of Public Health, for example, found that seniors enrolled in 

Medicare HMOs had cancer diagnosed at an earlier stage than seniors in the traditional 

program. The authors wrote, "The earlier detection of certain cancers among HMO 

enrollees may result from coverage of screening services and, perhaps, promotion by 

HMOs of such services" (Etheredge 1996). 

Equity for Military Retirees. Retiree groups are outraged at their treatment by the 

government. The Retired Officer's Association (TROA) claims that "DoD is almost the 

only very large employer that does not provide heavily subsidized supplemental health 

care benefits to its retired Medicare-eligible employees. As the largest single employer in 

America, DoD can't be compared to the small and medium-sized firms that often scrimp 

on health care costs. Compared to the top five corporations in America - General 

Motors, Ford, Exxon, IBM and General Electric - DoD gives its retirees short medical 

shrift, indeed. All of these firms pay nearly all of their retirees' Medicare supplemental 

premiums, cap retirees' out-of-pocket medical expenses at modest levels, or both. All of 

them provide highly subsidized prescription drug coverage, four provide dental coverage, 

and three provide vision coverage" (TROA 1996). 

TROA also asks "how can the government possibly claim that it cannot afford to 

provide these subsidized benefits to retired uniformed service members when it provides 

the identical coverage without a complaint to other retired government employees?" 
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(through the Federal Employees Health Benefits Plan (FEHBP))." Finally, TROA asks 

"if these same benefits are funded for every retired Federal civilian, every retired 

congressional staffer, and every retired Member of Congress, how can anyone 

convincingly assert that there is no room left at the health care table for the retired service 

member who contributed decades of service and sacrifice to preserve the collective 

national well-being?" (TROA 1996). 

Other Demonstration Projects. Proponents of Medicare Subvention emphasize 

that a demonstration project with an independent evaluation will help both HCFA and 

DoD realize potential benefits and drawbacks of subvention. HCFA has admittedly 

experienced problems with the current Medicare HMO payment methodologies. Last 

year, HCFA announced "Medicare Choices," a demonstration project designed to expand 

the types of managed care plans available to Medicare beneficiaries and to test different 

payment methodologies. HCFA invited a wide variety of managed care organizations to 

participate in this demonstration, including Preferred Provider Organizations (PPOs), 

HMOs and integrated delivery systems. HCFA targeted eight geographic areas for the 

demonstration (Vladeck 1995). 

Of particular interest in these demonstration projects will be the outcome of 

innovative payment arrangements between Medicare and the networks. If these projects 

prove successful, it may create unprecedented opportunities for provider networks other 

than HMOs to serve the growing Medicare population (Hash 1996). Proponents of 

Medicare Subvention point out that since Medicare is experimenting with various 

Managed Care Programs and payment methodologies, then why not provide a Medicare 
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Subvention demonstration?  Only a demonstration project, evaluated by an independent 

source, can help both HCFA and DoD realize the potential benefits and drawbacks of 

implementing subvention across the entire MHSS. Evaluation by HCFA or DoD would 

be inherently biased, with a HCFA evaluation attempting to protect the Medicare trust 

fund, and a DoD evaluation attempting to protect its current size, end-strength and very 

survival. 

Strengths and Opportunities of Medicare Subvention. Medicare Subvention 

proponents point to the "Department of Defense Medicare Modeling and Impact Study," 

prepared by United HealthCare, for additional reasons to support Medicare Subvention. 

United HealthCare prepared a Strengths, Weaknesses, Opportunities and Threats 

(S.W.O.T.) analysis of the Demonstration Project. This analysis provided a synopsis of 

the issues facing the DoD as it prepared to implement the program. The analysis 

identified strengths in the following areas: 

1. Market Clout: DoD has substantial leverage (money, large potential markets, 

etc.) with health care service providers in the Demonstration areas. 

2. Each health services region has a highly developed infrastructure for 

delivering health care. 

3. Experience: DoD health care system has extensive experience with serving the 

military retiree population. 

4. Potential Turn Keys (referring to the ability to make use of the existing 

resources to come up with a new product): 
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i.   There have been effective managed care initiatives with the DoD 

health care system reform process. The Demonstration Project will be 

able to benefit from lessons of past initiatives; 

ii.  DoD has a nation-wide health care delivery network. There is a huge 

potential for DoD to enjoy economies of scale once the Demonstration 

Project is successfully experimented; 

iii. Functional administrative units are already in place. The existing staff 

will be able to bring their experiences from managing other types of 

managed care initiatives into the Demonstration Project; and 

iv. There is strong support from DoD's administration for Management 

Information System development initiatives. MIS support for 

routine operations and strategic management is essential to the 

success of the Demonstration project. 

5. The Demonstration Project involves three phases. The scope and complexity 

of the Project grow gradually. This will help bring about a smooth transition 

at each phase of the project. 

6. DoD's health care system has and will continue to have a loyal and well- 

entrenched customer base. This gives the Demonstration Project competitive 

advantages in almost every aspect of management of the future military HMO. 

7. DoD's health care system has a reputation for good customer service. This 

image will benefit the marketing of the new product. The experience in 
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customer service can be incorporated into the operation of such services for the 

Demonstration Project. 

Additionally, United HealthCare identified the following opportunities for DoD 

in Medicare Subvention: 

1. To meet the actual and perceived commitment of access to high quality Health 

care for the Medicare-eligibles who have served our country, while saving tax- 

payers money. 

2. To use proven experience from managed care to contain overall costs. 

3. The mechanisms identified in the Demonstration Project could potentially be 

used to improve TRICARE 

4. To gain additional funding and savings: 

i.    Well-defined policies and procedures, if globally used, could generate 

savings in administration costs; and 

ii. There is additional funding available from HCFA 

5. The Demonstration Project will offer DoD opportunities to streamline 

operations to provide health care services and reduce the amount of contracted 

services. 

6. The flexibility of HCFA approval process and privileges to waive some 

regulation items, as compared to a commercial risk contract provider, can result in 

competitive advantages and decrease administrative burdens to meet HCFA 

regulations. 

24 



7. Positive feedback could enhance readiness: 

i. There is a positive feedback loop as follows: 

■ savings bring about better outcomes 

■ better outcomes ensure the maintenance of clinical skills which 

are essential for positioning DoD health care system for 

readiness; 

ii.  A fully integrated and continuum-based approach to health care 

management will undoubtedly increase readiness; 

iii. The positive feedback will encourage the administration to acquire 

skills to reallocate the provision of services away from the traditional 

acute and tertiary setting (United HealthCare 1996). 

Weakness and threats of the S.W.O.T. analysis are addressed in Appendix A. 

HCFAs Concern with Medicare Subvention- 

Problems with Financing Medicare. Medicare's hospital insurance (Part A) is 

financed through a payroll tax of 2.9 percent, divided equally between employers and 

workers. In recent years, payroll tax revenues exceeded insurance payments, and the 

surplus was accumulated in a trust fund to help pay for future costs. In 1995, the trust 

fund amounted to about $134 billion, which is invested in interest-bearing U.S. Treasury 

securities (Annual Report of the Board of Trustees of the Federal Hospital Insurance 

Trust Fund 1995). The problem is that the program's outlays are expected to rise more 
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rapidly than future payroll tax revenues. As a result, the trust fund will be drawn down 

until it runs out, which is projected to occur in 2002. Unless Congress curtails benefits, 

raises revenues, or cuts its payments to hospitals, the hospital insurance plan will become 

insolvent. 

In 1994, the average Medicare cost per enrollee of the hospital trust fund was 

about $2900, while the average payroll tax revenue per beneficiary was about $2,600. 

That $300 shortfall is projected to grow wider mainly because health care costs are 

expected to continue climbing more rapidly than the wages subject to the payroll tax. As 

the gap grows, the trust fund will be depleted (Annual Report of the Board of Trustees of 

the Federal Hospital Insurance Trust Fund 1995). 

Medicare's hospital insurance payments will increase not only because health care 

costs in general are rising faster than inflation, but because greater numbers of Americans 

will become eligible for coverage. The number of Medicare beneficiaries is expected to 

increase about 2 percent per year for the next fifteen years, with the number of elderly 

growing from 33 million in 1995 to 35 million in 2000, and eventually to 40 million in 

2010. Further, Americans over eighty-five are the fastest-growing population group and 

also consume the most medical care per capita, exacerbating the pressure on the hospital 

insurance trust fund (Senate Special Committee on Aging, et al. 1991). 

The increase in the elderly population will rapidly accelerate when the baby 

boomers begin to turn sixty-five in 2010. By 2030, Medicare will become responsible for 

covering nearly 20 percent of the population, compared to today's 12.8 percent. 

Demographers project that in just thirty-five years, the population of Americans aged 
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sixty-five and older will be roughly double today's 33 million (U.S. Department of 

Commerce 1994). By the middle of next century, the ratio of workers contributing 

payroll taxes to Medicare beneficiaries will have declined from today's four-to-one to 

two-to-one (Annual Report of the Board of Trustees of the Federal Hospital Insurance 

Trust Fund 1995). 

Bringing Managed Care to Medicare. Both Democrats and Republicans have 

advocated encouraging more beneficiaries to join HMOs and Preferred Provider 

Organizations (PPOs). The idea is to discourage visits to high-cost doctors and to shift 

from fee-for-service payments to a capitated system that rewards physicians for keeping 

beneficiaries from becoming sick.   HCFA officials remain uncertain, however, that 

managed care, in any of its forms, will contain health care cost increases. HCFA is 

concerned that improvements in cost and quality are not fully realized in Medicare 

Managed Care. 

Cost Issues. The elderly who have joined HMOs are healthier than the average 

Medicare beneficiary and are less likely to use covered health services. Medicare pays 

HMOs based on the average cost of beneficiaries according to their age, sex, and place of 

residency, but those factors alone have overstated the cost of HMO enrollees to 

Medicare. Medicare, therefore, has ended up paying nearly 6 percent more for 

beneficiaries who enrolled in HMOs than it would have spent if the participants had 

remained with the standard benefit package (Brown et. al. 1993). HMOs have learned 

how to make money in the Medicare market, at the expense of the American taxpayer. In 

counties where HCFA has set its monthly capitation rates high, competition among 
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HMOs for Medicare enrollees is stiff. They have learned how to take care of this 

population for significantly less than that payment, and they need not share that savings 

with the federal government. HCFA's capitation formula is viewed by nearly everyone 

as seriously flawed (Gesensway 1995). 

The Government Accounting Office (GAO), in a report titled "Medicare Managed 

Care: Growing Enrollment Adds Urgency to Fixing HMO Payment Problem," pointed 

out that Medicare has not yet harnessed the cost-saving potential of its managed care 

option. According to the report, Medicare has paid HMOs more for serving Medicare 

beneficiaries than it would have spent, on average, had those same beneficiaries received 

care in the fee-for-service sector. Specifically, because HMO payment rates are fixed, 

Medicare cannot lower rates through competition among HMOs or negotiate a share in 

any savings that HMOs achieve through greater efficiency. Also, HMO payment rates 

are not adequately "risk adjusted" to reflect cost differences deriving from the healthier 

enrolled HMO population. Finally, HMO payment rates are based on county fee-for- 

service rates, which can vary considerably because of utilization differences. As a result, 

Medicare's low rates deter HMO participation in some areas, while its high rates cause 

overpayments in other areas (GAO 1995). 

Certain groups warn that managed care will only be selected by the healthy. The 

young and elderly will enjoy the expanded benefits of managed care, while older and 

sicker beneficiaries will remain in fee-for-service medicine. In reviewing Medicare Risk 

Programs, Mathematica Policy Research concluded that".. .beneficiaries with chronic 

health problems are less likely than those in good health to change doctors or give up 
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their freedom to use the primary care physicians, specialists, and hospitals of their 

choice" (Mathematica Policy Research 1993). 

Some efforts to engage in favorable selection run counter to law. In March of 

1995, the Inspector General of the Department of Health and Human Services reported 

that more than 40% of Medicare HMO enrollees were asked about their health prior to 

joining the HMO. This practice is not permitted under current law. The report also 

indicated that a small, but significant percentage of those seeking to join HMOs were 

given a pre-enrollment physical. This is also a clear violation of current law (Department 

of Health and Human Services 1995). 

The problem of favorable selection will spiral and further drive up the AAPCC, 

thus increasing capitated payments and Medicare's losses. As a 1994 General 

Accounting Office (GAO) Report explained, "... as more healthy beneficiaries join 

HMOs, the Medicare fee-for-service population on average becomes sicker, driving up 

Medicare's average cost of treating fee-for-service payments. When this average cost 

rises, so does the capitation rate HCFA pays to risk contract HMOs" (GAO 1994). 

Favorable selection in the Medicare HMO program enriches the managed care plans and 

frustrates Medicare's efforts to use managed care to save money. 

Selection problems will continue unless Medicare devises a payment formula 

which properly factors in the health status of enrollees. In fact, HCFA Administrator 

Bruce Vladeck has indicated that, "no operational risk adjuster will contain sufficient 

information to eliminate favorable selection entirely. So long as the HMO has more 

information on individual beneficiaries than can be captured by the risk adjuster, the 
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HMO will have an opportunity to create favorable selection" (Vladeck 1995). Although 

the GAO has engaged in extensive review of this subject, there is no indication they have 

developed a new payment methodology that eliminates the problem of favorable 

selection. 

In reviewing the experience of plans participating in the HMO Risk program, 

Mathematica Policy Research pointed out the paradox facing HCFA. Plans making 

money will stay in the pool and cost HCFA millions. Those losing money will simply 

drop out. More specifically, if enrollees are healthier on average than other beneficiaries 

(that is, if the HMOs experience 'favorable selection'), the HMO will save more than the 

intended five percent and will increase costs to HCFA. If enrollees are sicker on average 

than other beneficiaries (that is, if the HMOs experience 'adverse selection,') HCFA will 

save money, but the HMOs will lose money and simply drop out of the program 

(Mathematica Policy Research 1993). 

Quality Issues. In addition to the numerous cost issues creating problems for 

Medicare, HCFA is also concerned about the quality of care provided in Medicare 

HMO's. A recently released four year observational study of 2235 chronically ill patients 

found that for elderly patients (those aged 65 and older) treated under Medicare, declines 

in physical health were more common in HMOs than in FFS plans (54% vs. 28%; 

p<.001) (Ware et. al. 1996). 

Previous studies have found no differences in health outcomes between FFS and 

HMO plans, but these studies followed patients for only one year. The Ware study 

supports the conclusion that these studies were too brief to draw conclusions about health 
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outcomes. His study also found no statistically significant differences after one year, but 

the 4-year statistical models reported in his study explained twice as much of the variance 

in patient outcomes as did the same models in analysis of one and two year outcomes. 

Thus, follow-up periods longer than one year may be required to detect differences in 

outcomes for groups differing in chronic condition, age, income, and across different 

health care systems (Ware et. al. 1996). 

At the American Medical Association Conference in San Francisco in October, 

1996, Mr. Ware, a researcher at the New England Medical Center, who also teaches at 

Harvard and Tufts University, said that medical researchers "have not been looking at the 

sick, the elderly and the poor. This is the group for whom health care matters the most. 

These are vulnerable patients for whom less care is not going to produce a better state of 

health" (Olmos 1996). Ware cautioned that the study results were not an "indictment" of 

managed care but rather that the results conflict with the idea that what works well for 

younger, healthier, more well-to-do patients will work just as well for the elderly, poor 

and chronically ill (Olmos 1996). 

HCFA is responding to the issue of quality by requiring managed care plans 

contracting with Medicare to undertake their first widespread quality reporting effort 

beginning January 1, 1997. "HCFA will require the plans to furnish the Medicare- 

relevant portions of version 3.0 of the Health Plan Employer Data and Information Set 

(HEDIS)," said Bruce Fried, director of the HCFA office of Managed care. HEDIS is a 

program of self-reported quality measures created by the National Committee for Quality 

Assurance. Fried and other HCFA officials met in Baltimore on September 6,1996 with 
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representatives from more than 100 managed care plans, consumer groups and trade 

associations to detail their plans (Weissenstein 1996). 

Specific Concerns with Medicare Subvention. Although the Memorandum of 

Agreement between HCFA and DoD has specified a Medicare reimbursement rate lower 

than the 95% of AAPCC that Medicare pays to Medicare HMO's, the Congressional 

Budget Office, in a memorandum dated September 19,1996, stated that the Medicare 

Subvention Demonstration would increase Medicare costs by $80 million dollars over 

four years (F-D-C Reports 1996). 

Representative Bill Thomas (R-CA), Chairman of the health panel of the Ways 

and Means Committee, wants tighter test controls and greater proof of savings before 

implementing a Medicare demonstration project. "I'm not going to agree to something 

unless I have a comfort level that it's not costing (Medicare) more money. I don't have 

(that) comfort level," said Thomas (Philpott 1996) 

Representative Pete Stark (D-CA), an Air Force veteran, portrays the pentagon 

as an insatiable budget beast now determined to feed off Medicare. He stated that "the 

Defense Department has enough cash to solve its own health care crisis." He noted that 

$9 billion was added this year to the 1997 Clinton defense budget, and wondered why 

DoD could not simply spend some of this additional money to take care of retirees 

(Philpot 1996). 

These financial concerns have created problems with passing Medicare 

subvention legislation, but even if legislation were enacted, HCFA has numerous other 

issues of concerns, which are outlined in the "Department of Defense Medicare Modeling 
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and Impact Study" prepared by United HealthCare. United HealthCare prepared a 

Strengths, Weaknesses, Opportunities and Threats (S.W.O.T.) analysis of the 

Demonstration Project. This analysis provided a synopsis of the issues facing the DoD as 

it prepared to implement the program. The analysis identified only 8 strengths as 

compared to 37 weaknesses, and 7 opportunities as compared to 13 threats to the 

demonstration project. The entire S.W.O.T. analysis is presented in Appendix A. 

The study further elaborated on the weakness with a GAP analysis. This analysis 

summarized the GAPs between a commercial risk HMO's business requirements and 

DoD's current capabilities to manage a Medicare risk contract for its retiree population. 

The study identified 85 "GAPS" that needed to be resolved before DoD could adequately 

manage a Medicare risk contract for its retiree population (Appendix B). Some of these 

"GAPS" were resolved in the Memorandum of Agreement between DoD and HCFA, but 

the majority of these GAPs remain unresolved. 

These "GAPS" were grouped into the following 10 major areas: 

1. Demographics 
2. Service Area 
3. Benefit Level and Competitive Analysis 
4. Provider Network 
5. Actuarial Analysis 
6. Administration, Staffing and Costs 
7. Operations 

i.   Appeals 
ii.  Grievances 
iii. Enrollment Requirements 
iv. Disenrollment Requirements: Voluntary and Involuntary 
v.   Billing Requirements and Procedures 
vi. Claims Requirements and Procedures 
vii. Reconciliation Requirements and Procedures 

8. Health Services and Delivery 
9. Quality Assurance and Utilization Management 
10. Management Information Systems 
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These "GAPS" raise serious doubts about DoD's capability to effectively manage 

a Medicare risk contract for its retiree population (United HealthCare 1996). 

d.   Purpose 

The purpose of this case study is to analyze the activities undertaken by Region 

11 Lead Agency and Madigan Army Medical Center (MAMC) in planning and preparing 

for the implementation of a TRICARE Senior Demonstration of Military Managed Care. 

The study utilizes a survey instrument to identify management's perceptions about the 

relative importance of TRICARE Senior Demonstration implementation issues, time and 

coordination requirements for managing demonstration implementation issues, learning 

requirements during the process of demonstration implementation, and management's 

perception about the potential threats to the ultimate success of the TRICARE Senior 

Demonstration. Survey results of the Region 11 Lead Agency management will be 

compared and contrasted with survey results of Madigan Army Medical Center's 

management to identify significant differences in issue perception at a regional level 

versus an MTF level. Additionally, results will be compared and contrasted among 

demographic sub-groups as follows: 

1. Healthcare Administrators (HCAs) vs. Non-HCAs 
2. Healthcare Administrators (HCAs) vs. Physicians 
3. Physicians vs. Non-Physicians 
4. Nurses vs. Non-Nurses 
5. People currently in Clinical Positions vs. People in Administrative Positions 
6. New Employees (less than six months in current position) vs. other employees 

These results will help identify significant differences in issue perception between 

these sub-groups. 
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CHAPTER II 

METHODS AND PROCEDURES 

This project is a case study. The case study was conducted through a survey of 

Region 11 Lead Agency management staff and Madigan Army Medical Center's 

management staff. The case study focuses primarily on planning and preparing for 

implementing the TRICARE Senior Demonstration, rather than the actual 

implementation of the demonstration, since the completion date of the study coincided 

with the actual implementation of the demonstration. Local marketing of this program 

will begin April 1,1997, with enrollment of beneficiaries beginning May 1,1997, and 

actual healthcare delivery beginning June 1,1997.   Evaluation of TRICARE Senior 

Demonstration implementation activities are beyond the scope of this study because the 

implementation of the demonstration coincides with the completion due date of this 

Graduate Management Project. 

The initial draft of the survey (Appendix C) was developed using the top issues 

from the GAP analysis performed by United HealthCare. This GAP analysis raised 

serious doubts about DoD's capability to effectively manage a Medicare risk contract for 

its retiree population.   The survey instrument identified management's perception about 

the importance of each issue to the organization, to their individual positions, time 

management requirements for each issue, and coordination requirements for managing 

each issue. The survey also asked management to indicate their perceptions about the 

learning required to manage TRICARE Senior Demonstration issues, since Region 11 

and MAMC management staff are not experienced at operating a Medicare risk HMO. 
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Finally, the survey helped determine management's perception about the potential threats 

to the ultimate success of the TRICARE Senior Demonstration. 

The draft survey was pre-tested using a group of five volunteers.   The average 

time for completing the survey by these volunteers was 16 minutes, and this information 

was included in the survey cover letter.   The pre-tested volunteers were interviewed 

about the survey content to evaluate the validity of the survey. The volunteers were all 

very involved with the TRICARE Senior Demonstration, and were in good agreement 

with the surveyor about the intent of the survey items. They provided helpful comments 

about the layout of the survey, and their comments were incorporated into the final 

survey. A final survey instrument was developed and distributed on November 15, 1996 

(Appendix D). 

Region 11 Lead Agency and MAMC employees in key leadership positions were 

surveyed. Since almost all personnel at the Region 11 Lead Agency were involved in 

planning for the TRICARE Senior Demonstration, almost every staff member was 

targeted. At MAMC, all senior management was targeted, from the Commander to 

department heads, division chiefs and any other staff involved in implementing the 

TRICARE Senior Demonstration. A total of 124 personnel were surveyed. Appendix E 

provides a complete list of all personnel surveyed by name, rank, department/division and 

service. 

The surveys were distributed via the CC-Mail electronic mail system. This made 

for an easy distribution to many people. The cover letter for the survey was signed by the 

Deputy Commander for Administration/Chief of Staff of MAMC, and respondents were 
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asked to either return the survey by CC-Mail or print the survey and return it by hand. 

Respondents were asked to return the surveys not later than November 27,1996. By 

December 4, many of the surveys had not yet been received, so the survey was 

redistributed, and recipients were reminded to return the surveys if they had not already 

returned them. A new due date of December 13,1996, was established. All survey 

responses were grouped for analysis, and the identity of each respondent remained 

confidential. The survey allowed respondents to add up to three issues of importance for 

each question. 18 respondents added a total of 50 comments. This allowed for another 

measure of validity. Providing respondents the opportunity to add comments to the 

survey strengthened its validity by assuring that issues were not omitted that respondents 

perceived as critical. Of the 18 respondents adding comments, only 5 added more than 

three total comments on their entire survey. Since only 8 percent of the respondents 

added more than three comments, the validity of the survey instrument was strengthened. 

Of the 124 surveys distributed, 100 were sent to MAMC staff, 23 were sent to 

Lead Agency staff and 1 was sent to the Commanding General of MAMC, who is also 

the Lead Agent for Region 11. 15 surveys were returned by Lead Agency staff, for a 

return rate of 65.21%. 46 surveys were returned by MAMC staff, for a return rate of 

46%. The Commanding General, representing both MAMC and the Lead Agency, also 

returned his survey, bringing the total amount of surveys returned to 62, or an overall 

return rate of 50%. The range of responses to survey items was at least 1 to 5 for all 

except 3 survey items. Descriptive statistics were computed, and the means of items were 
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inserted into missing data fields. This method allows a complete data set to be 

constructed without changing the original computed means. 

Demographic data obtained with each survey included where the individual works 

(i.e. Lead Agency, Madigan), the primary workplace of the individual (e.g. Surgery, 

Pharmacy, Resource Management), and the primary job of each individual (i.e. physician 

in clinical position, physician in administrative position, nurse in clinical position, nurse 

in administrative position, health care administrator, other occupation in clinical position, 

other occupation in administrative position). Survey results were tabulated by groups of 

participants (i.e. Lead Agency staff, Madigan staff, health care providers, non-health care 

providers, etc.).   Chronbach's Alpha was computed as a reliability measure. Survey 

items in questions 1 through 4 were not included in this analysis because these questions 

contained demographic data only. Chronbach's Alpha for all survey items in question 5 

through question 11 (n=84), and all survey respondents (n=62) was computed at .9491, 

indicating strong reliability of the survey instrument. Survey responses for survey 

question 12 were then removed from the analysis, because the question contains different 

sub-items than questions 5 through 11. Chronbach's Alpha for survey items in questions 

5 through 11 (n=70) for all survey respondents (n=62) was computed at .9498, indicating 

an even stronger reliability of the survey instrument. 

The survey responses were then grouped by sub-items (e.g. all first sub-items 

under each question, all second sub-items under each question, etc. for all questions 

except the last question, which has different sub-items. Chronbach's Alpha was 

computed among these sub-items as a measure of internal consistency. All sub-items 
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displayed a significant positive item-to-item correlation and whole-part correlation, 

thereby indicating strong content and construct validity. Table 2-1 contains further 

details about Chronbach's Alpha computations among sub-items. These results 

demonstrated that each survey sub-item is a significant contributor to the overall survey 

score, and none of the survey items is a negative contributor. 

Table 2-1. Chronbach's Alpha computations among survey sub-items. 

• 

Survey Sub-Group Survey 
items 

Respondents Chronbach's Alpha 

Claims/Billing Issues 7 62 .8114 
Contracting Issues 7 62 .7834 
Enrollment/Disenrollment 7 62 .7629 
Meeting HCFA Standards 7 62 .8550 
MIS Issues 7 62 .8064 
Marketing Issues 7 62 .7907 
Quality Assurance/Quality 
Management 

7 62 .8565 

Staffing Issues 7 62 .7867 
Training Issues 7 62 .7968 
Utilization Management 
Issues 

7 62 .7852 

Means, standard deviations and other descriptive statistics were calculated for all 

survey questions and survey sub-items for all survey responses. Appendix F provides 

tables showing the survey item responses (means, standard deviations, variances, ranges) 

for each question rank ordered according to their mean scores by total survey 

respondents. Appendix G provides tables showing the survey item responses (means, 

standard deviations, variances, ranges) for each survey sub-item. Appendix G does not 
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include survey sub-items from question 12 because that question contains different sub- 

items than questions 5 through 11. 

A one-way Analysis of Variance for mean differences was conducted in an 

attempt to determine significant differences in perceptions of staff demographic sub- 

groups as follows: 

1. Region 11 Lead Agency staff vs. MAMC staff 
2. Healthcare Administrators (HCAs) vs. Non-HCAs 
3. Healthcare Administrators (HCAs) vs. Physicians 
4. Physicians vs. Non-Physicians 
5. Nurses vs. Non-Nurses 
6. People currently in Clinical Positions vs. People in Administrative Positions 
7. New employees (less than six months in current position) vs. other employees 

The full sample size (n=62) was utilized in five of these subgroup comparisons 

(HCAs vs. Non-HCAs, Physicians vs. Non-Physicians, Nurses vs. Non-Nurses, Clinical 

vs. Administrative and New Employees vs. other Employees). A smaller sample size 

(n=61) was utilized in the Lead Agency vs. Madigan comparison. The Commanding 

General of MAMC is also the Region 11 Lead Agent, so he was excluded from this 

comparison. An even smaller sample size (n=39) was utilized in comparing HCAs vs. 

Physicians. This sample represented 20 HCAs and 19 Physicians. 
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CHAPTER III 

RESULTS 

Appendix F provides tables showing the survey item responses (means, standard 

deviations, variances, ranges) for each question rank ordered according to their mean 

scores by total survey respondents. Appendix G provides tables showing the survey item 

responses (means, standard deviations, variances, ranges) for each survey sub-item. 

Appendix G does not include survey sub-items from question 12 because that question 

contains different sub-items than questions 5 through 11. 

A one-way Analysis of Variance for mean differences was conducted in an 

attempt to determine significant differences in perceptions of staff demographic sub- 

groups as follows: 

1. Region 11 Lead Agency staff vs. MAMC staff 
2. Healthcare Administrators (HCAs) vs. Non-HCAs 
3. Healthcare Administrators (HCAs) vs. Physicians 
4. Physicians vs. Non-Physicians 
5. Nurses vs. Non-Nurses 
6. People currently in Clinical Positions vs. People in Administrative Positions 
7. New employees (less than six months in current position) vs. other employees 

Appendix H provides a description of significant differences of the seven 

comparison groups. There were 64 significant differences between the means of the 

comparison groups as follows: 

1. Lead Agency vs. Madigan Staff-16 significant differences 
- 4 in Staffing Issues 
- 3 in Contracting 
- 3 in Enrollment/Disenrollment 
- 2 in Information Systems 
- 2 in Marketing/Beneficiary Education 
- 2 in other areas 
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2. Healthcare Administrators vs. Non-HCAs -17 significant differences 
- 3 in Quality Assurance/Quality Management 
- 2 in Contracting Issues 
- 2 in Enrollment/Disenrollment 
- 2 in Marketing/Beneficiary Education 
- 2 in Staffing Issues 
- 6 in other areas 

3. Healthcare Administrators vs. Physicians -13 significant differences 
- 3 in Enrollment/Disenrollment 
- 2 in Quality Assurance/Quality Management 
- 2 in Staffing Issues 
- 6 in other areas 

4. Physicians vs. Non-Physicians - 5 significant differences 
- 3 in Utilization Management 
- 2 in Training of MAMC Staff 

5. Nurses vs. Non-Nurses - 5 significant differences 
- 2 in Meeting HCFA Standards and Requirements 
- 3 others 

6. Clinical Positions vs. Administrative Positions - 4 significant differences 

7. New Employees vs. Other Employees - 4 significant differences 

Appendix I describes the same 64 significant differences, but breaks the 

differences out by the sub-item issues within the questions. Differences were grouped as 

follows: 

1. Claims Processing/Billing Issues 2 total significant differences 
2. Contracting Issues 6 total significant differences 
3. Enrollment/Disenrollment Issues 10 total significant differences 
4. Management Information Systems Issues 4 total significant differences 
5. Marketing/Beneficiary Education 6 total significant differences 
6. Meeting HCFA Standards and Requirements       4 total significant differences 
7. Quality Assurance/Quality Management 6 total significant differences 
8. Staffing Issues 10 total significant differences 
9. Training of MAMC Staff 5 total significant differences 
10. Utilization Management Issues 6 total significant differences 
11. Other Issues 5 total significant differences 
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Appendix J describes the same 64 significant differences but breaks the 
differences out by question number as follows: 

Rate issues according to ... 

Question 5 -  "importance to your organization" 

Question 6 -   "importance to your position" 

Question 7 -   "amount of time required" 

Question 8 -  "lead time (prior planning) required" 

Question 9 -  "internal coordination required" 

Question 10 - "external coordination required" 

Question 11 - "amount of new learning required" 

5 significant differences 

12 significant differences 

13 significant differences 

6 significant differences 

8 significant differences 

7 significant differences 

3 significant differences 

10 significant differences Question 12 - "potential threats" 

Table 3-1 graphically depicts the significant differences in appendix I, while 

Table 3-2 graphically depicts the significant differences in appendix J. 
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The ten major issues were compared, and findings indicated that Management 

Information Systems Issues and Marketing/Beneficiary Education Issues were considered 

significantly more important than other issues, while Claims Processing Issues and 

Quality Assurance/Quality Management Issues were considered significantly less 

important than other issues. Table 3-3 indicates average score and ranges of issues. 

Table 3-3. Comparison of Issues 

Issue Overall 
Mean 
Score 

Range of 
Mean Scores 

Management Information Systems 4.00 4.57-3.52 
Marketing/Beneficiary Education 3.90 4.37-3.21 
Contracting 3.73 4.15-3.03 
Staffing 3.690 4.47-2.86 
Enrollment 3.687 4.21-2.95 
Utilization Management 3.67 4.25-3.17 
Training of MAMC Staff 3.660 4.27-2.59 
Meeting HCFA Requirements 3.659 4.07-3.23 
Claims Processing/Billing 3.22 3.87-2.46 
Quality Assurance/Quality Management 3.16 3.87-2.68 

Table 3-4 graphically depicts these results for the top two issues (Management 

Information Systems and Marketing/Beneficiary Education) and the bottom two issues 

(Claims Processing/Billing and Quality Assurance/Quality Management) for questions 5 

through 11. Question 12 is not included because the question contains different issues 

than the other questions. 
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CHAPTER IV 

DISCUSSION 

Comparison and discussion of the ten major issues can provide excellent guidance 

for other medical centers and regional lead agencies having to implement a similar 

program in the future. This chapter will discuss each issue in the order of importance 

listed in Table 3-3. 

Management Information Systems. The results of the survey indicate that 

Management Information Systems (MIS) are perhaps the most crucial issue facing those 

individuals involved with implementation of the TRICARE Senior Demonstration. The 

SWOT Analysis by United Health Care (see Appendix A) indicated that MIS support for 

routine operations and strategic management is essential to the success of the 

Demonstration project. Although the United Health Care study identified DoD's strong 

support for Management Information System development initiatives as a strength, a 

significant number of the weaknesses were identified pertaining to MIS issues. 

Additionally, the GAP analysis (Appendix B) dedicates an entire section to the 

Management Information Systems issues that must be overcome to ensure successful 

implementation of the demonstration. 

Survey respondents felt that MIS issues were the most important issues to the 

organization and would require the greatest amount of internal coordination. 

Additionally, MIS issues were identified as being the second only to staffing issues in 

importance to respondents' individual positions and amount of time required. MIS issues 

were also ranked second in lead time (prior planning) required, and second in the 
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amount of new learning required. This means that out of the eight questions asked, MIS 

issues were ranked first or second in six of the eight questions. 

In comparing staff demographic sub-groups, relatively few significant differences 

were identified in perception of the importance of MIS issues. Only four significant 

differences were identified overall. This constitutes fewer differences than any other 

issue with the exception of claims processing/billing. These results indicate that all 

demographic groups were in general agreement in their perceptions of the importance of 

MIS issues. Table 4-1 graphically compares Region 11 Lead Agency responses to 

Madigan responses in MIS issues, and indicates that Lead Agent staff identified MIS 

issues as more important than Madigan staff in all eight questions. Two of these 

differences (questions 9 and 10, dealing with internal and external coordination) were 

statistically significant differences. One other noteworthy difference identified was that 

people working in administrative positions felt that inadequate information systems pose 

a greater potential threat to the successful implementation of the demonstration than those 

people working in clinical positions. This would indicate that although those people in 

clinical positions feel that MIS issues are very important, they do not think that 

inadequate handling of these issues pose a threat to the success of the demonstration. 
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Marketing/Beneficiary Education. The results of the survey indicate that 

Marketing/Beneficiary Education issues are second only to MIS issues in importance. 

The United Health Care SWOT analysis does not discuss many specifics in relation to 

Marketing/Beneficiary Education, but it does indicate that if the program fails to provide 

adequate customer service, it could lead to public backlash and congressional pressure to 

cancel the project. Public backlash is something the MHSS wants to avoid, and that is 

one of the primary reasons that this issue is considered so important by the survey 

respondents. 

Survey respondents felt that Marketing issues would require the greatest amount 

of lead time (prior planning) and require the greatest amount of coordination with entities 

outside the medical center (external coordination). Additionally, Marketing issues were 

rated as the third most important issue to the organization, but inadequate marketing was 

only ranked tenth of the fourteen potential threats to the success of the demonstration. 

In comparing staff demographic sub-groups, six significant differences were 

identified concerning Marketing issues. Table 4-2 graphically compares Region 11 Lead 

Agency responses to Madigan responses, and indicates that Lead Agent staff identified 

Marketing/Beneficiary Education issues as more important than Madigan staff in seven of 

the eight questions. Two of these differences (question 9- internal coordination, and 

question 12 - potential threats) were statistically significant. Lead Agency staff felt that 

Marketing/Beneficiary Education issues require more internal coordination, and 

51 



Table  4-2 

4ead Agency vs. Madigan 
Marketing/Beneficiary Education Issues 

Score 

Le id 
iicy 

Ma ligan 

52 



inadequate Marketing/Beneficiary Education can pose a much greater threat to the 

success of the demonstration. 

Table 4-3 graphically compares Health Care Administrators (HCAs) to non-HCA 

responses, and indicates that HCAs identified Marketing/Beneficiary Education issues as 

more important than non-HCAs in seven of the eight questions. Two of these differences 

(question 9- internal coordination, and question 10 - external coordination) were 

statistically significant. HCAs felt that Marketing/Beneficiary Education issues require 

much greater internal and external coordination than non-HCAs. 

Contracting. The survey results ranked Contracting issues as the third most 

important set of issues. Contracting issues ranked second only to Marketing/Beneficiary 

Education issues in external coordination required and third in Lead Time (Prior 

Planning) behind Marketing/Beneficiary Education and MIS issues. 

In comparison of staff demographic sub-groups, six significant differences were 

identified concerning Contracting issues. Three of these six differences involved the 

comparison of Lead Agency staff versus Madigan staff. Table 4-4 graphically compares 

Lead Agency staff responses to Madigan staff responses, and indicates that Lead Agency 

staff identified Contracting issues as more important than Madigan staff in all eight 

questions. Three of these differences (question 7 - time required, question 9 - internal 

coordination, and question 10 - external coordination) were statistically significant. 

These differences can be explained by the amount of contracting involved in the 

TRICARE program. The TRICARE Senior Demonstration requires significant 

modifications to the existing TRICARE contract with Foundation Health Federal 
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Table 4-4 
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• 

Services, Inc.   These contract modifications will be performed by the contracting 

division at the Lead Agency. Additionally, Lead Agency staff perform contractor 

performance evaluation and assessment. These Lead Agency duties account for a 

significantly greater perception of the importance of contracting issues in the TRICARE 

Senior Demonstration. 

Staffing. The survey results rank Staffing issues as the fourth most important set 

of issues.   Survey respondents felt that staffing issues were the most important issues to 

their individual positions and would require the greatest amount of time in preparing for 

implementation of the demonstration. Additionally, respondents indicated that staffing 

issues were second only to MIS issues in importance to their organization. Staffing 

issues were ranked among the least important issues in external coordination and amount 

of new learning required, indicating that Madigan and the Lead Agency are already very 

familiar in coping with staffing issues. Finally, inappropriate staffing levels were ranked 

as the fourth greatest potential threat to the success of the TRICARE Senior 

Demonstration. 

In comparing demographic sub-groups, ten significant differences were identified 

concerning staffing issues. This represents the greatest amount of disparity (tied with 

enrollment/disenrollment issues) in perceptions among demographic sub-groups as to the 

importance of Staffing issues. Table 4-5 graphically compares Lead Agency staff 

responses to Madigan staff responses, and indicates that Madigan staff identified Staffing 

issues as more important than Lead Agency staff in six of the eight questions. Of these 

differences, four were statistically significant. Madigan Staff felt that Staffing issues 
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are more important to their organization, to their positions, require more time and pose a 

greater threat to the success of the demonstration. Perhaps most noteworthy is the high 

significance of the differences. Madigan staff felt that staffing issues were very much 

more important than Lead Agent staff. 

The other important difference in perceptions involved HCAs versus non-HCAs 

and HCAs versus Physicians. These differences almost parallel each other, and clearly 

demonstrate that Physicians and other non-HCAs feel much stronger about the 

importance of staffing issues than HCAs. Tables 4-6 and 4-7 graphically compares 

HCAs to non-HCAs and HCAs to Physicians. 

The survey respondents from the Lead Agency were primarily administrators, 

while most of the Madigan staff respondents were non-administrators. Therefore, the 

HCA vs. non-HCA perception difference appears to be the primary factor behind the 

Lead Agency/MAMC differences. Staffing shortages are a chronic problem at Madigan 

and throughout the entire MHSS, and whenever new programs are implemented that 

require increased capacity, those people in clinical areas are extremely concerned about 

having adequate staffing to handle the increased capacity. These concerns help account 

for the differences in perception of the importance of staffing issues between HCAs and 

non-HCAs. 

Enrollment/Disenrollment. The survey results indicate that enrollment issues are 

nearly equal to staffing issues in overall importance and in the amount of disparity in 

perceptions among demographic sub-groups. Survey respondents felt that enrollment 

/disenrollment issues required the third greatest amount of external coordination after 
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Marketing/Beneficiary Education and Contracting issues. This is explained by the fact 

staff members must coordinate with patients during the enrollment and disenrollment 

process. Enrollment/Disenrollment issues ranked near the bottom in importance to 

individuals positions. This finding can be explained by the fact that very few staff 

members are actually involved in the enrollment/disenrollment process. In TRICARE, 

enrollment and disenrollment are performed by the TRICARE contractor, so while most 

staff members recognize it as an important issue, it is a relatively low priority to most 

staff members individual positions. 

In comparing demographic sub-groups, ten significant differences were identified 

concerning enrollment/disenrollment issues. This represents the greatest amount of 

disparity (tied with staffing issues) in perceptions among demographic sub-groups. Table 

4-8 graphically compares Lead Agency staff responses to Madigan staff responses, and 

indicates that Lead Agency staff identified Enrollment/Disenrollment issues as more 

important than Madigan staff in all eight questions. Of these differences, three were 

statistically significantly. Lead Agency staff felt that Enrollment/Disenrollment issues 

require much greater lead time (prior planning), much more new learning and greater 

internal coordination than Madigan staff. These differences can be explained by the fact 

that the Lead Agency staff is much more involved with tracking enrollment and 

disenrollment in the TRICARE program than Madigan staff, so they perceive this issue as 

being much more important. 
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The other important difference in perceptions involved HCAs versus non-HCAs 

and HCAs versus Physicians. These differences almost parallel each other, and clearly 

demonstrate that HCAs feel much stronger about the importance of Enrollment/ 

Disenrollment issues than Physicians and other non-HCAs. Tables 4-9 and 4-10 

graphically compare HCAs to non-HCAs and HCAs to Physicians. HCAs differed from 

Physicians and other non-HCAs in their perceptions about the amount of lead time (prior 

planning), and the amount of internal and external coordination required in dealing with 

Enrollment/ Disenrollment issues. HCAs felt much greater lead time and coordination 

were required in enrollment issues. This can be explained by the fact that administrators 

are primarily involved with the Enrollment/Disenrollment process and are more aware of 

the number of issues involved in the Enrollment/Disenrollment process. They therefore 

perceive a greater importance of Enrollment/Disenrollment issues in the demonstration. 

Utilization Management. The survey results rank Utilization Management (UM) 

as an important issue in a number of areas. Respondents felt UM issues would require 

the third greatest amount of time (after staffing issues and MIS issues), and would require 

the third greatest amount of internal coordination (after MIS issues and Training of 

MAMC staff). Overall, though, UM issues fell toward the middle on all questions. 

Inadequate UM ranked rather low as a potential threat to the success of the 

demonstration, ranking twelfth out of fourteen potential threats. 

In comparing demographic sub-groups, six significant differences were identified 

concerning Utilization Management issues. Three of these six differences involved the 
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Table 4-9 

Healthcare Administrators 
(HCAs) vs. Non-HCAs 

Enrollment/Disenrollment Issues 

Score 

4.3 

3.8 
ik                             m                                                             *HGAs 

3.3 
Non- -HCAs 

2.8 
5 6 7 8 9 10 11 12 

HCAs 4.15 3.5 3.05 4.2 4.24 4.4 3.7 
Non-HCAs 4.24 3.24 2.9 3.57 3.59 3.64 3.22 

-»HCAs —Non-HCAs 
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Table 4-10 

Healthcare Administrators 
(HCAs) vs. Physicians 

Enrollment/Disenrollment Issues 

Score 

4.2 

•    37 

m                                    if                                         iiilllllli^i                    HCAs 

3.2 
M               Hi                                                                       Physicians 

£.. 1 
5 6 7 8 9 10 11 12 

HCAs 4.15 3.5 3.05 4.2 4.24 4.4 3.7 
Physicians 4.21 2.79 3.16 3.42 3.57 3.67 3.18 

• 
— HCAs ""Physicians 
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comparison of Physicians to non-Physicians. Table 4-11 graphically compares Physician 

responses to non-Physicians, and indicates that non-Physicians identified UM issues as 

more important than Physicians in seven of eight questions. Three of these differences 

(question 8 - lead time (prior planning), question 10 - external coordination, and question 

12- potential threats) were statistically significant. Based on these results, it appears that 

Physicians do not place as much importance on Utilization Management issues as non- 

Physicians. It is interesting to note, however, that the one area in which Physicians 

ranked UM issues higher than non-Physicians was importance to their position. This 

would indicate that although physicians do not feel strongly about UM, they know that 

this issue does affect their jobs. 

Training of MAMC Staff. The survey results rank training of MAMC staff as an 

important issue in a number of areas. Respondents felt training was second only to MIS 

in amount of internal coordination required. Additionally, respondents felt training was 

the third most important issue in importance to their position (after staffing and MIS 

issues) and would require the third greatest amount of new learning (after meeting HCFA 

standards and MIS issues). Respondents ranked training as the least important issue in 

the amount of external coordination required. 

In comparing demographic sub-groups, five significant differences were identified 

concerning training issues. Physicians felt similar to non-physicians on most issues, but 

significantly differed from non-physicians on two questions. Physicians perceived that 

training of MAMC staff would require much greater time, and felt that inadequate 
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Table  4-11 

• 

Physicians vs. 
Non-Physicians 

Utilization Management Issues 

Score 

4.1 

• 

3.6 
\$T                          Non-Pt ysiciar 

3.1 

2.6 
W                                Physd cians 

5 6 7 8 9 10 11 12 
Physicians 4.05 3.53 3.63 3.32 3.74 2.7 3.29 2.75 

* 

Non-Phys 4.33 3.72 3.19 4 4.12 3.38 3.56 3.47 

—Physicians —Non-Phys 
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training would pose a much greater threat to successful implementation of the 

demonstration. Table 4-12 graphically compares physician responses to non-physicians 

and highlights these differences. These differences can be explained by the fact that 

physicians will be most directly affected by this training, so they are more concerned 

about this issue, and perceive it to be more important in some areas. 

Meeting HCFA Standards/Requirements. United Health Care performed the DoD 

Medicare Modeling and Impact Study under the assumption that the MHSS and Region 

11 would receive legislation and have to meet all HCFA standards/requirements to be 

eligible for reimbursement. United Health Care was therefore very concerned with this 

issue, and considered inability to meet all non-waived HCFA requirements as the top 

threat to the success of the demonstration. United Health Care also dedicated a 

significant portion of their GAP analysis describing GAPs that exist between HCFAs 

requirements for a Medicare HMO and the MHSS system. If subvention legislation had 

passed, this issue would likely have been a much more important issue, but in a 

simulation situation, without HCFA reimbursement, meeting the HCFA standards did not 

rank very high. 

The results varied widely for this issue. Respondents ranked it as the least 

important issue to the organization, yet ranked it as the issue which would require the 

most amount of new learning, and ranked the ability to provide all Medicare services as 

the second greatest threat to the potential success of the demonstration. Perhaps this 

variation can be explained by the fact that when the surveys were distributed, legislation 

had only recently failed to pass, and the importance of meeting HCFA requirements in 
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Table 4-12 

Physicians vs. 
Non-Physicians 

Training of MAMC Staff 

Score 

3.5 

2.5 

Physicians 
Non-Phys 

on-P lysiciai 

4.32 
4.26 

4 
3.74 

3.84 
3.05 

8 
3.84 
3.91 

4.11 
4.14 

10 
2.69 
2.55 

11 
3.61 
3.63 

12 
3.25 
3.98 

Phys .clans 

Physicians —Non-Phys 
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• 

Medicare "simulation", which later became the TRICARE Senior Demonstration, was not 

fully understood. One of the goals of the TRICARE Senior Demonstration is to make the 

MHSS appear as much like a Medicare HMO as possible, so respondents ranking 

"inability to provide all Medicare services" as a high threat demonstrates that respondents 

did at least have some understanding of the importance of this issue. 

In comparing demographic sub-groups, only four significant differences were 

identified concerning meeting HCFA standards/requirements. Two of these differences 

involved the comparison of Nurses to non-Nurses and are depicted graphically in Table 

4-13.   Nurses felt meeting HCFA standards and requirements was much more important 

to their positions and required much more time than non-Nurses. It is interesting to note 

that an issue with such variation in respondents perceptions would produce very little 

difference between demographic sub-groups. 

Claims Processing/Billing. As with the "meeting HCFA standards" issue, this 

issue would likely have had much more significance had Medicare subvention legislation 

actually passed. However, the TRICARE Senior Demonstration does not include actual 

HCFA reimbursement, so claims processing and billing becomes a very low priority. It 

was ranked at or near the bottom on all questions except question 10 (external 

coordination), where it was ranked sixth out often issues. 

In comparison of demographic sub-groups, only two significant differences were 

identified. This is the least number of significant differences of any issue. This 

demonstrates that respondents were in agreement as to the importance (or lack of 

importance) of this issue. 
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Table 4-13 

Nurses vs. Non-Nurses 
Meeting HCFA Standards and 

Requirements 

4.6 

4.4 

4.2 
4 

3.8 

3.6 
3.4 
3.2 

Score 

6 8 10 11 12 
Nurses 

Non-Nurses 
4.43 
3.71 

4.57 
3.18 

4.29 
3.09 

3.43 
3.74 

4 
3.71 

3.71 
3.73 

4.14 
4.06 
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Quality Assurance/Oualitv Management. This issue ranked as the least important 

issue overall. This indicates that respondents feel that a high Quality of Care is provided 

at Madigan and within Region 11, and do not feel this will not be impacted by the 

TRICARE Senior Demonstration. This issue was ranked near the bottom in all areas, and 

was felt to be the lowest potential threat to the success of the demonstration. 

In comparing demographic sub-groups, six significant differences were identified 

considering Quality Assurance/Quality Management. Table 4-14 graphically compares 

HCAs to non-HCAs, and indicates that non-HCAs identified QA/QM issues as equally or 

more important than HCAs on all eight questions.   These results demonstrate that 

although all demographic groups consider QA/QM issues as a relatively low priority, 

HCAs tend to view these issues as an even lower priority than non-HCAs. 

Potential Threats.   This topic requires separate discussion from the issues 

discussed above because many of the potential threats do not correspond to the ten major 

issues in questions 5 through 11. Some issues (inappropriate staffing, inadequate 

information systems, etc.) do correspond to the ten major issues, but many others do not. 

United Health Care listed thirteen threats in their SWOT analysis, and the fourteen 

potential threats listed in the survey roughly corresponded to the SWOT analysis. 

Respondents listed time constraints, ability to provide all Medicare services and 

lack of HCFA reimbursement as the three most significant threats. These threats were 

ranked considerably higher than the other eleven potential threats. Quality of Care 

Provided was ranked last, well below any other potential threats. 
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Table 4-14 

Healthcare Administrators 
(HCAs) vs. Non-HCAs 

Quality Assurance/Quality Management 
„ Issues 
Score 

4 

3.5 

3 

2.5 
Non 

2 HCAs 

5 i 6 1 7 1 8 
:                                         i 

9 10 11 12 
i         HCAs!  3.5 2.85 2.3 2.85 3.37 2.68 2.8 2.1 
! Non-HCAs 14.05 3.58 3.12 3.17 3.46 2.68 2.92 2.65 

1 — HCAs — «Non-HCAs 
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All demographic sub-groups agreed that time constraints posed the greatest threat, 

and no significant differences were identified. Throughout this entire process, DoD 

Health Affairs staff have set unrealistic implementation dates, and this has been identified 

as one of the largest and most chronic problems in the entire Medicare demonstration 

process. When United Health Care performed the DoD Medicare Modeling and Impact 

Study in July, 1996, the study stated "the short time frame allocated to DoD for the 

Demonstration implementation (one month after presentation of United Health Care's 

business plan) is the most dangerous shortcoming of the project. United Health Care's 

existing HMOs, which have well established systems and models to draw upon, typically 

require nine to twelve months to implement a risk contract. DoD, which does not possess 

these advantages, is attempting to initiate a plan within one month" (United Health Care 

1996). 

This implementation date was eventually pushed back until passage of legislation, 

and after legislation failed to pass, the Medicare "simulation" project was established 

with an implementation date of 1 Feb 97. When the surveys were distributed in 

November, 1996, the respondents did not feel they would be ready to begin health care 

delivery by 1 Feb 97. DoD HA continued to endorse the 1 Feb 97 start date until 

January, 1997, when they finally realized this was not possible. The final dates 

established included local marketing beginning 1 April 97, enrollment beginning 1 May 

97 and healthcare delivery beginning 1 Jun 97. The staff at Madigan has been preparing 

for implementation since release of the United Health Care study on 26 July 96. The total 

time from release of the study until actual healthcare delivery at Madigan will be 10 

74 



months, 5 days. In the end, Madigan staff has been provided adequate time to implement 

this program, but the numerous unrealistic implementation dates set by DoD HA 

throughout the past ten months have resulted in unnecessary pressure and stress on all 

Region 11 Lead Agency and MAMC staff. This history of trying to meet unrealistic 

implementation dates is a primary reason for the time constraints issue being ranked first 

among potential threats. 

Among the second and third ranked threats, three significant differences were 

identified. Madigan staff felt that the ability (or inability) to provide all Medicare 

services poses a greater threat than Lead Agency staff. This can likely be explained by 

the fact that the Madigan staff respondents are largely made up of healthcare providers 

who may actually have to provide these services, many of which they are unfamiliar with. 

Finally, Physicians and other non-Healthcare Administrators (non-HCAs) felt that lack of 

HCFA reimbursement poses a smaller threat than HCAs. Based on this finding, it 

appears that HCAs are more confident than non-HCAs in being able to make this 

demonstration work without the financial resources that would be attained through HCFA 

reimbursement. 
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CHAPTER V 

CONCLUSIONS AND RECOMMENDATIONS 

This study has provided an analysis of the activities undertaken by Region 11 

Lead Agency and Madigan Army Medical Center (MAMC) staff in planning and 

preparing for the implementation of a TRICARE Senior Demonstration of Military 

Managed Care. The study utilized a survey instrument and identified management's 

perceptions about the relative importance of TRICARE Senior Demonstration 

implementation issues, time and coordination requirements for managing the issues, 

learning requirements during the process of demonstration implementation, and 

management's perception about the potential threats to the ultimate success of the 

TRICARE Senior Demonstration. Survey results of the Region 11 Lead Agency 

management were compared and contrasted with survey results of MAMC management 

to identify significant differences in issue perception at a regional level versus an MTF 

level. Additionally, results were compared and contrasted among the following 

demographic sub-groups: 

1. Healthcare Administrators (HCAs) vs. non-HCAs 
2. Healthcare Administrators (HCAs) vs. Physicians 
3. Physicians vs. non-Physicians 
4. Nurses vs. non-Nurses 
5. Clinical positions vs. Administrative positions 
6. New employees vs. other employees 

Region 11 and Madigan have provided a "test-bed" for numerous initiatives and 

demonstrations within the MHSS. Region 11 was the first region with a full TRICARE 

managed care contract and is the demonstration site for the Geographically Separated 

Units (GSU) demonstration project.   Region 11 Lead Agency staff and Madigan staff 
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have become extremely proficient at leading the MHSS into new areas such as 

TRICARE, the GSU demonstration program and the TRICARE Senior demonstration 

program. 

The Lead Agency management staff and MAMC management staff have 

performed extensive work in preparing for the TRICARE Senior demonstration. Their 

perceptions of the most important issues can provide a source of invaluable information 

for management staff of other Lead Agencies and MTFs that will likely implement some 

form of Medicare subvention in the future. The discussion of the ten major issues, the 

discussion of the potential threats, and the comparison of results among demographic 

sub-groups can further help define management priorities when implementing a similar 

program. 

The utility of this project may be somewhat diminished by the fact that Medicare 

Subvention legislation did not pass in September, 1996. If legislation had passed, only 

two regions would have been involved in the demonstration, and this project could have 

been utilized by the remaining ten regional Lead Agencies and countless MTFs upon 

implementation of Medicare Subvention throughout the entire MHSS.   The TRICARE 

Senior Demonstration, however, will be implemented at seven MTFs across five 

TRICARE regions. Because of the increased numbers of facilities and regions, the utility 

of this project will likely be limited to the remaining seven regional Lead Agencies and 

MTFs located within those regions. 

Further research could prove interesting in this area. In particular, it would be 

useful to administer the survey to the staff at DoD Health Affairs and compare their 
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results against Region 11 Lead Agency staff results and Madigan staff results. The 

priority of issues from the view of the policy makers and staffers at DoD HA would 

certainly provide an interesting comparison. Another possible avenue for further research 

would be an analysis of the TRICARE Senior Demonstration after implementation has 

occurred. It would be interesting to note any changes in management's perception of 

issues after the demonstration program is fully implemented and operating. 

Regardless of the amount of information provided, military healthcare 

leaders may not be adequately prepared for the myriad of issues and political influences 

that disrupt the planning process and emotional equilibrium of the organization. The 

current atmosphere in the 105th Congress is very favorable to passing Medicare 

Subvention legislation, and as Medicare Subvention becomes more widespread 

throughout the MHSS, it is expected that news of its implementation will be known only 

a few months or possibly only weeks in advance. Advance identification of critical 

issues, rather than discovery of them when they emerge as problems, may facilitate 

effective management of such issues. There is great uncertainty when venturing into any 

new health care program at a medical facility. As a management tool, more information 

is needed when there is greater uncertainty. Since Medicare risk contracting is a 

relatively unknown operation for military managers, additional information, especially 

this information gained from actual experience, will provide an effective management 

tool to lead agencies and MTF's having to implement similar programs in the future. 
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SWOT Analysis 

• 

SECTION !i 

SWOT ANALYSIS 

S W C T anaivsis is a metnod utilized Dy Dusinesses to effectively summarize 
their present status and their future potential. It comoeis corporate analysts, ^ 
consolidate iarae amounts of information regarding the urm into a selective 
evaluation of those factors which will have the greatest effect on tne tirm. 
success.  S.W.O.T. analysis consolidates this information into tour descriptions. 

.(1)    Strengths reter to iniernai tactors within ;ne sirrr. t :;--:■. r-1'"-" 
competitive advantage. 

(2) Weaknesses refer to internal factors within the firm that provide it with a 

competitive disadvantage. 

(3) Opportunities are factors or events which would benefit the firm, but are 
outside of the firm's control. 

(4) Threats are factors or events which would harm the firm, but are outside OT 

the firm's control. 

The technioue of S.W.O.T. analysis can be applied to the Demonstration Project, 
orovidino a svnoosis of the issues facing the DoD as it prepares to implement ine 
pic-rram. "he foiicv.-inrj sector evsiuct-ir: JC-o o..-J.^ ■•■--■- •••■ 
describes opportunities and threats for the Project. 

STRENGTHS 

.    Market  Clout:     DoD   has   substantial   leverage   (money,   large   potential 
markets, etc.) with health care service providers in the Demonstrat.on area. 

.    Each health services region has a highly developed infrastructure for 

delivering health care. : • __/   _.." .-.   ...... 

.    Experience; DoD health care system has extensive experience with serving 
the military retiree population. 

L'r.itod'HssühCare'?'actuaries consider the inDatient methodology for 

assessing Lüzz to oe aoequaic, anc p-. 
methods. 

DoD Medicare Modeling and Impact Study 
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.    Potential Turnkeys (referring to the ability-to maxe use of the existing 
resources to come up witn a new product): 

=. There have been effective managed care initiatives witn tne DoD nealtr, 
care system reform process. The Demonstration Project w.li oe aoie to 
benefit from lessons of past initiatives; _ 

=, DoD has a nation-wide health care delivery network. ; nere is a nu^e 
potential for DoD to enjoy economies of scale once the Demonstration 
Project is successfully experimented; 

=• Functional administrative units are already in place. The existing start 
will be able to bring their experiences from managing other types ot 
ma^g^d car* initiatives into the Demonstration Project; and 

= Tnere'is strong support Trom DoD's administration for Management 
Information System development initiatives. MIS support for routine 
operations and strategic management is essential to the success ot me 

Demonstration project. 

. The Demonstration Project involves three phases. The scope and complexity 
of the Project grow gradually. This will help bring about a smooth transition 

at each phase of the project. 

. DoD's health care system has and will continue to have a loyal and well- 
entrenched customer base. This gives the Demonstration P^ert 
competitive advantages in almost every aspect of management of the tuture 

military HMO. 

. - —- rea!ih care svsterr. h=s a reputation for good customer service. This 
imaoe will benefit the marketing of the new product. The experience h. 
customer service can be incorporated into the operation of such services Tor 

the Demonstration Project. 

WEAKNESSES 

.    Complex delivery systems, which may cause integration problems. 

.    DoD has ^m^mäßnc^n delivering care', in a reimbursement/data 

intensive system which is at financial risk. 

.    preifrtfc the co^^ 

irrfbrmattoiroyst^ Tn,s reSUltS '" 
... .;:-.-.' ■•-rc-----i--. -A<-~ vy-3!-"*5'-.3 accountability. 
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SWOT Analysis 

WEAKNESSES (continued)     - 

• The core mission of DoD health care providers (readiness) can disrupt the 
implementation/operation of systems dependent on consumer access to 
primary care. 

• DoD lacks the automated systems to accurately track and report 
information necessary to measure level of effort. 

• DoD lacks systems for routine/standardized collection (of claims, 
enrollment information, bills, etc.). 

• Tne method for calculating Level Of Effort (LOE) makes reimbursement 
from the HCFA unlikely. The base year which DoD's level of effort will be 
calculated is 1994. Several factors will impair DoD efforts to reach this 
threshold: 

=> Base   closings   have   reduced   DoD's   potential   to   serve  the   retiree 
community; 

=> Changes in the demographic profile of the potential beneficiary population 
(including age makeup and location) may reduce DoD's potential LOE; 

=o HCFA regulations require the participating MTFs to serve patients within a 
30 mile/30 minute radius (HCFA may be flexible on this requirement, but 
not beyond 40/40); if the number of patients with.access is less than 
average regionwide access was in 1994, DoD will face another barrier in 
meeting LOE targets; and 

w P:ovidsrs have already turned toward managed care systems, decreasing 
patient utilization significantly. 

Each of these factors makes it appear unlikely that DoD wWever reach the 
necessary LOE to receive reimbursement from HÖhA. 

• There is a lack of understanding and recognition within DoD regarding the 
nuances of LOE. 

• The Project is probably not financially feasible in Region 11, due to low 
AAPCC rates, and is only marginally feasible in Region b, according to 
United Healthcare's actuaries. The actuarial analysis assumes that 
outpatient MTF costs are similar to Medicare payment levels (estimated MTF 
costs were used for inpatient services) and that benefits remain as stated. 

-> Linked Healthcare's actuaries have found that 93% of AAPCCs will no- 
provide sufficient funding. One potential explanation is that the method 
used to calculate AAPCCs does not attribute the DoD's costs to the MTFs. 
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SWOT Analysis 

• 

WEAKNESSES (continued) 

Inclusion of pharmacy costs will complicate LOE calculations. These are 
not Medicare covered services, so a reduction in MTF pnanr.ccy services 
would not result in added costs to the Medicare program. Additionally, 
significant limitations exist in the ability to capture accurate pharmacy usage 
data specific to Medicare-eiigibles within the MTF and this population is 
known to have significantly higher pharmacy utilization than the under age 65 
population. 

DoD's current proposal makes no allowance for administrative costs in 
the determination of gains. This is a missed opportunity. Under the 
ACR approach used by HCFA, Medicare risk contracts are allowed to count a 
reasonable level of administrative costs when determining if gains will be 
made requiring premium rate reductions, or benefit enhancements. 

United Healthcare's actuaries have found that 93% of AAPCCs will not 
provide sufficient funding. One potential explanation is that the method 
used to calculate AAPCCs does not attribute the DoD's costs to the MTFs. 

DoD does not have a definite plan for measuring Level of Effort. 
Specifically, United HealthCare has been unable to determine if LOE will be 
determined based upon the entire region's performance or upon participating 
military treatment facilities. Measuring LOE based on regional performance 
is dangerous; since each region contains only two participating MTFs, DoD 
would never achieve the level of performance needed to gain HCFA 
reimbursement. 

Mandated service area reductions: Unless HCFA makes an adjustment for 
DoD, it will require the MTFs to serve patients within a 30 mile/minute radius. 
Current catchment areas (on which LOE is based) are 40/40. Reducing the 
service area size may affect DoD's ability to reach LOE. 

Presently, DoD lacks data on Skilled Nursing Facility utilization and on 
whether its retirees have contracted End Stage Renal Disease. SNF and 
ESRD status must be tracked, because the information affects: 

=> HCFA payment rates 
=> prospective enrollees" eligibility to enroll in Medicare risk HMOs 

DoD lacks consistent policies and procedures, between health service 
regions and between military branches. These inconsistencies may hinder 
DoD in its efforts to fulfill HCFA requirements. 

DoD Medicare Modeling and ImpactStudy N"4 



SWOT Analysis 

• 

WEAKNESSES (continued)     - 

• Presently, DoD does not engage in pre-treatment or post-treatment 
tracking, meaning that a panent's episodes of care cannot De identified or 
treated. Such "episode" information is neeaed to: 

=* assist classifications of disease, which facilitates early intervention to 
prevent larger medical problems from occurring; and 

=■ knowledge   of a patient's "episodes"   allows   an HMO   to accurately 
assess whether to approve particular procedures as medically necessary. 

• DoD's policies and procedures for its health operations have not been 
designed in compliance with HCFA regulations. 

• DoD may be incapable of transplanting its traditional health services 
policies to the operation of a risk-based Medicare plan. 

• Travel between sites: Enrollees might travel between sites to receive care. 
The result is that consumers would be enrolled at one site, but contributing to 
the other site's LOE. This represents an unknown factor in projecting risk 
and identifying complex cases for UM/CM focus. 

• Commercial risk HMOs design their benefits, premiums, and copayments 
according to the characteristics of individual markets (to the extent allowed by 
HCFA). DoD will have to design a single benefit package to be applied 
nationwide. DoD will thus have less flexibility to adapt to market 
conditions, local medical costs, and HCFA APR than its competitors. 

• Start-up costs will be high. DoD is likely to have large initial expenses 
(building purchases or leases, site design, communicating the new health 
care option to prospective enrollees, etc.). This could jeopardize the 
objective of cost neutrality. 

• Training and Recruiting Costs will be high. Established commercial risk 
HMOs have the benefit of a low turnover. In contrast, DoD will have an 
entirely new set of positions to fill, the equivalent of 100% turnover. This 
could jeopardize the objective of cost neutrality. 

• There is a lack of consensus within the DoD; the regions have different 
goals and objectives. This will inhibit accurate evaluation (since the 
purpose of the programs is unclear), risk redundancy, and hinder efforts to 
.Tiske ine demonstration coject a successful mode1 which can be utiiizec 
elsewhere within the DoD. 
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SWOT Analysis 

WEAKNESSES (continued) 

.    Information on several characteristics of the military retiree population is 
unavailable, including: 

=> age, education and income profiles of these retirees; 
=> whether the prospective retirees have Medicare Part A, Part B or both; 
=> how many of these retirees currently reside in skilled nursing facilities or 

are otherwise institutionalized. 
=> whether retirees are currently enrolled in a competitor's risk HMO 

Without this information, DoD will find it very difficult to create marketing 
strategies, design operations effectively, or accurately assess program costs. 

• Due to various constraints, the regions are capping enrollment at less 
than 7,000 enrollees per region. This will hinder efforts to achieve budget 
neutrality Critical mass for a commercial HMO (the minimum number of 
enrollees required for breakeven) is 10,000 members/due to unavoidable 
fixed costs (staffing, information system upgrades, etc.), which can be 
alleviated on a per-member basis by adopting certain economies of scale. 
Low enrollments also increase the risk of adverse selection. 

• Capping enrollment may contradict the stated program goal of increasing 
retiree access to health care. 

o«i'SLX ^   •    Potentially, the ">tirpf* ™ho would enroll the earliest, before the cap was 
tvjt^*^"      achieved,   would   be   the   least  healthy   members   of  the   prospective 

population; this would result in the DoD bearing larger-than-average health 

care costs. 

. Staffing patterns are directed by the DoD. The MTFs will be unable to 
modify staffing to meet consumer demand and HCFA requirements. 
Modifications directed by .the DoD include mandated ^downsizing, teaching 
and rotation transfers, ana physician extenders (CMPs/FAs). 

• The demonstration MTFs may encounter situations in which care is 
required, but not deliverable (for example, a situation in which a facility 
cannot provide joint services). 

• The 93% reimbursement rate is below the standard 95% issued by HCFA 
to commercial risk HMOs. 

. Numerous offices will handle HCFA reimbursements before they reach 
the MTFs; these offices could divert cash flow, creating a ioss potential for 

the participating MTFs. 
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SWOT Analysis 

• 

WEAKNESSES (continued)      - 

• United Healthcare's existing HMOs allow nine to twelve months to 
implement a risk contract. These HMOs have well-establishec systems 
and models to draw upon. Without these advantages. DoD is attempting to 
initiate a plan within one month (by October 1996, one month after the 
business plan is completed). Currently, staff have not been allocated or 
appropriated; information systems are not in place; training programs have 
yet to begin; there is a lack of information on policies and procedures; 
marketing and member enrollment materials have not been developed. 
Whether the program can be initiated by the October deadline is 
Questionable. Perhaps a more significant risk is that the program will be 
initiated witnout sufficient care taken to ensure that the program operates 
effectively. 

• A review of DoD literature indicates that there are multiple visions for the 
outcomes of the demonstration project. These competing visions could 
inhibit the adoption of sound business decision-making and plan processes. 

• The project may fail to attract consumers. Existing DoD health programs, 
combined with the presence of competitor risk HMOs, may result in 
consumers electing to not participate in the demonstration project; consumers 
may determine that they already receive many of the same benefits without 
paying a TRICARE premium of over $200 per year. 

• The  premiums  proposed  for the  project may  be  cost-prohibitive  for 
potential enroiiees. For a retiree not eligible for premium-free part A 
Medicare, who wishes to utilize hospitalization coverage, participation in the 
project would require payment of the TRICARE S230 annual premium, along 
with registering for Medicare Parts A and B. The total monthly costs for this 
consumer in 1996 would exceed S350 per month. (Part A at S289 a month, 
Part B at S42.50). In contrast, some of the competitor HMOs only charge 
enroiiees the cost of Medicare Parts A and B (there is no additional premium 
required). 

OPPORTUNITIES. 

• To meet the actual and perceived commitment of access to high quality 
Health care for the Medicare-eligibles who have served our country, while 
saving tax-payers money. 

»    Tc use proven experience from managed care :o contain overall costs. 

• The mechanisms identified in the Demonstration Project could potentially be 
used to improve TRICARE. 
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SWOT Analysis 

OPPORTUNITIES (continued) 

• To gain additional funding and savings: 

=> Well-defined polices and procedures, if globally used, could generate 
savings in administration costs; and 

=> There is additional funding available from HCFA. 

• The Demonstration project will offer DoD opportunities to streamline 
operations to provide health care services and reduce the amount of 
contracted services. 

• The flexibility in HCFA approval process and privileges to waive some 
regulation items, as compared to a commercial risk contract provider, can 
result in competitive advantages and decrease administrative burdens to 
meet HCFA regulations. 

• Positive feedback could enhance readiness: 

=> There is a positive feedback loop as following: 
1) savings bring about better outcomes; 
2) better outcomes ensure the maintenance of clinical skills which are 

essential for positioning DoD health care system for readiness; 
=> A   fully   integrated   and   continuum-based   approach   to   health   care 

management will undoubtedly increase readiness; 
=> The positive feedback will encourage the administration to acquire skills 

to reallocate the provision of services away from the traditional acute and 
tertiary settings. 

THREATS 

• DoD   may   be   unable   to   meet  all   non-waived   HCFA   requirements, 
considering The gaDs it must resolve and the short timeframe it has TO resoh-e 
them. 

• The LOE requirement will become increasingly difficult to meet if 
additional MTF resources are used to service CHAMPUS eligibles under 
TRICARE. The proposal requires DoD to lock in the level of service to 
Medicare-eligibles at historic levels, which may not be feasible, given 
capacity requirements for CHAMPUS. At low enrollment penetration, or in 
areas with historically high MTF usage levels, it may be likely that all 
payments paid by HCFA will be returned for failure to meet LOE 
requirements. 
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SWOT Analysts 

• 

THREATS (continued) 

• While United Healthcare's actuaries consiaer DoD's LOE methodologies 
adequate, they may not be acceptable to HCFA. 

. The hastiness of plan implementation could result in the program failing to 
provide adequate customer service and/or operating in a cost-effective 
manner. This could lead to a piih[ic__backlash and congressional 
pressure to cancel the project. 

• There is a lack of knowledge concerning the number of military retirees 
olready enrolled in competitor HMOs. There is a risk that the market for the 
project is toe limited. 

• The 30 mile/minute rule could limit the ability of the participating MTFs 
to attract an adequate number of enrollees. 

• Competitors are well-established in the service area. Potential 
consumers may perceive that the TRICARE and Medicare premiums required 
to participate in the project does not provide sufficient additional benefits to 
warrant their enrollment in the program. The biggest advantage of 
participation in the project may be the prescription drug benefit; however, 
retirees are currently eligible for inexpensive drugs at MTFs even if they are 
enrolled in a competitor's plan. 

• Competitors may have more extensive provider networks, placing the 
\'7Fs at a competitive disadvantage. 

• DoD may be unable to hire and train staff by October 1996 who are 
capable of administering the program successfully. 

• Modification of DoD health policies to accommodate HCFA requirements 
might cause confusion among military retirees. 

• Management information systems may not be sufficiently upgraded to 
sufficiently operate the program while meeting HCFA requirements. This 
could adversely impact consumer satisfaction and program continuation. 

• Critical deadlines may be missed. DoD may not be prepared to submit 
marketing and communication materials to HCFA before August 15, 1996 
(which it must do if it desires October 1 distribution). DoD must submit all 
materials to HCFA fcr review anr approval c: ieas: ^5 days uefore :heir 
planned distribution. 
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SWOT Analysis 

The TRICARE and Medicare premium requirements for retirees may result in 
adverse selection. Those retirees requiring high cost health care will be the 
most likely to buy. 

DoD Medicare Modeling and Impact Study ""10 
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MCHJ-DCA XXX Nov 1996 

SUBJECT: TRICARE Medicare Prime Demonstration Project 

1. The enclosed survey is being conducted as part of a research project by 
MAMC's Healthcare Administration Resident. You are being asked to complete 
the survey so that the Military Health Services System can learn from both Region 11 
and MAMC's experience in implementing the TRICARE Medicare prime demonstration 
project (also known as Medicare Subvention or Medicare Simulation Project). The 
average time to complete this survey is XXX minutes. 

2. Your responses will be kept anonymous and will be combined with the responses of 
others for inclusion in the research project. However, your survey is identified merely to 
assist the researcher in acknowledging your response. Identifying information will not 
remain with your completed survey. 

3. The survey asks about your opinions on several issues. Some questions may 
appear more pertinent to your situation than others. Please answer each question even if 
you are not totally familiar with all aspects of the question. 

4. Please return your completed survey to LT Toland, the Administrative Resident not 
later than XXX Nov. 

5. If you have any questions please contact LT Toland at 968-3526. and thank you 
for your participation. 

WILLIAM CAHILL 
Colonel, MS 
Deputy Commander for Administration/ 
Chief of Staff 

Enclosure 

l 



TRICARE Medicare Prime Demonstration Project Survey 

Please rate the following issues as they relate to the TRICARE Medicare Prime 
Demonstration Project from 1 to 5 (least to most) as each question asks by circling the 
number. Spaces are provided for you to add and rate up to three issues besides those 
already listed. If you add any, please rate all the issues- those already listed and those 
you added. 

1. Where do you work?        Lead Agency 

If other, please specify 

Madigan Other 

2. Where is your primary workplace (department,division)? 

3. What is your primary job? (i.e. Physician, Nurse, Administrator) 

4. How many months have you worked in your current position? 

5. Rate the following issues according to their importance to your organization 
(i.e. MAMC or the Lead Agency) preparing for implementation of the TRICARE 
Medicare Prime Demonstration Project, with 1 being not very important and 5 being 
very important. 

Not Very 
Important 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

4 
4 
4 
4 
4 
4 
4 
4 
4 
4 

Very 
Important 

5 
5 
5 
5 
5 
5 
5 
5 
5 
5 



OTHER (write-in): 
1 2 
1 2 
1       2 

3 4 5 
3 4 5 
3       4       5 

6. Rate the following issues according to their importance to you personally in preparing 
for implementation of the TRICARE Medicare Prime Demonstration Project, with 1 
being not very important and 5 being very important. 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (write-in): 

Not Very Very 
Important Important 

1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

is) 1       2 3 4 ■5 

1       2 3 4 5 
1       2 3 4 5 

1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

7. Rate the following issues according to the amount of time which each 
required of you in preparing for implementation of the TRICARE Medicare Prime 
Demonstration Project. Please give issues which you feel were not very time 
consuming a 1, and the issues which were very time consuming a 5. Your 
perception of the time you spent is more important than your trying to 
reconstruct actual time. 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 1 

Not Very Very 
Time Consuming Time Consuming 

1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

is) 1       2 3 4 5 



Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (write-in): 

1 2 3 4 5 
1 2 3 4 5 

1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 

8. Rate the following issues according to the lead time (prior planning) you 
feel was required to effectively implement them as part of the TRICARE Medicare Prime 
Demonstration Project, with a 1 being very little lead time and a 5 being very much lead 
time. Even if you did not participate, please give your perception. 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (write-in): 

Very Little Very Much 
Lead Time Lead Time 

1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

is) 1        2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

1       2 3 4 5 
1        2 3 4 5 
1       2 3 4 5 

9. Rate the issues according to the internal coordination which you feel is 
required to effectively implement them as part of the TRICARE Medicare Prime 
Demonstration Project, with a 1 being very little internal coordination and a 5 being very 
much internal coordination. 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 

Very Little 
Internal 
Coordination 

2 
2 
2 
2 
2 
2 
2 
2 
2 

Very Much 
Internal 
Coordination 

5 
5 
5 
5 
5 
5 
5 
5 
5 

4 
4 
4 
4 
4 
4 
4 
4 
4 



Staffing Issues 

OTHER (write-in): 
1 2 3 4 5 
1 2 3 4 5 
1 2 3 4 5 

10. Rate the issues according to the coordination with entities outside the 
hospital you feel is required to effectively implement them as part of the TRIGARE 
Medicare Prime Demonstration Project, with a 1 being very little external coordination 
and a 5 being very much external coordination. 

Very Little 
External 
Coordination 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (write-in): 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

2 
2 
2 

3 
3 
3 
3 
3 
3 
3 
3 
3 

3 
3 
3 

Very Much 
External 
Coordination 

5 
5 
5 
5 
5 
5 
5 
5 
5 
5 

4 
4 
4 
4 
4 
4 
4 
4 
4 
4 

4 5 
4 5 
4       5 

11. Since no one in the MHSS has ever implemented a program such as TRICARE 
Medicare Prime before, some activities required to plan for implementation of the 
demonstration project were are, and some are familiar. Please rate the issues according to 
the amount of learning which you feel is required to manage them effectively, with a 1 
being very little learning and a 5 being very much learning. 

Very Little Very Much 
New Learning New Learning 

Management Information Systems 1       2 3 4 5 
Marketing 1       2 3 4 5 
Utilization Management 1       2 3 4 5 
Training of MAMC Staff . 1       2 3 4 5 
Quality Assurance/Quality Management 1       2 3 4 5 
Claims Processing/Billing 1       2 3 4 5 
Enrollment/Disenrollment 1       2 3 4 5 



Contracting Issues (i.e. contract modifications) 1 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (write-in): 

2 
2 
2 

2 
2 
2 

3 
3 
3 

3 
3 
3 

4 
4 
4 

4 
4 
4 

5 
5 
5 

5 
5 
5 

12. Please rate the following potential threats to the success of the TRICARE Medicare 
Prime Demonstration Project, with 1 a very low threat and 5 being a very high threat. 

Low Reimbursement Rate (AAPCC) 
Adverse Selection 
Not Meeting the "Level of Effort" 
Ability to Provide all Medicare Services 
(SNF, Home Health, Chiropractic, etc.) 
Quality of Care Provided 
Inappropriate Staffing Levels 
Time Constraints in Implementation 
Inadequate Training 
Limited Experience in Financially 
Risky Situations 
High Start-Up Costs 
Competition from other Medicare HMO's 
in the Region 
Inadequate Marketing Capabilities 
Inadequate Information System Capabilities 
Inadequate Utilization Management 
OTHER (write-in):     . 

Very Low Very High 
Threat Threat 

1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

1       2 3 4 5 
1       2 *» 

j 4 5 
1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

1       2 4 5 
1       2 3 4 5 

1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

1       2 3 4 5 
1       2 "* 

j 4 5 
1       2 3 4 5 

PLEASE RETURN ALL PAGES OF THIS SURVEY TO LT TOLAND IN THE 
COMMAND GROUP. THANK YOU! 
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MCHJ-DCA 15Novl996 

SUBJECT: TRICARE Senior Option Medicare Subvention Simulation 

1. The enclosed survey is being conducted as part of a research project by 
MAMC's Healthcare Administration Resident. You are being asked to complete 
the survey so that the Military Health Services System can learn from both Region 11 
and MAMC's experience in implementing the TRICARE Senior Option Medicare Subvention 
Simulation Project. The average time to complete this survey is 16 minutes. 

2. Your responses will be kept anonymous and will be combined with the responses of others for 
inclusion in the research project. The survey asks about your opinions on several issues. Some 
questions may appear more pertinent to your situation than others. Please answer each question 
even if you are not totally familiar with all aspects of the question. 

3. Please return your completed survey via CC-Mail or print it out and return it by hand. You 
can send the completed survey to either LT Toland, the Administrative Resident, or Ms. Celia 
Boyce, Secretary for the DCA, not later than 27 Nov. 

5. If you have any questions please contact LT Toland at 968-3526 or Ms. Boyce at 968-1210, 
and thank you for your participation. 

WILLIAM CAHILL 
Colonel, MS 
Deputy Commander for Administration/ 
Chief of Staff 

Enclosure 

APPENDIX D 



TRICARE Senior Option Simulation Project Survey 

The Department of Defense (DoD) will conduct a simulation in which selected 
Military Treatment Facilities (MTFs) will operate similarly to Medicare At-risk Health 
Maintenance Organizations (HMOs). While this effort will not include actual Medicare 
reimbursement, it will attempt to simulate what would happen if DoD maintained its 
current level of effort and there were actual Medicare reimbursement. The goal of this 
simulation is to test a cost-effective alternative for delivering accessible and quality care 
to dual-eligible beneficiaries that would not increase the total federal cost for either DoD 
or the Health Care Financing Administration (HCFA). Madigan Army Medical Center 
has been selected to participate in this simulation, with enrollment beginning February 1, 
1997, and health care delivery starting March 1,1997. 

Please rate the following issues as they relate to the TRICARE Senior Option 
Medicare Subvention Simulation Project from 1 to 5 (least to most) as each question asks. 
Please fill in your answer in the blanks provided for you. Spaces are provided for you to 
add and rate up to three issues besides those already listed. If you add any, please rate all 
the issues— those already listed and those you added. Please answer all 12 questions. 
Thank you. 

1. Which Command do you work for? (i.e.Lead Agency, Madigan, Other) 

2. Where is your primary workplace (department or division name)? 

What is your primary job?      1. Physician in Clinical Position 
(Circle or put a check  2. Physician in Administrative Position 
mark in the space)  3. Nurse in Clinical Position 

 4. Nurse in Administrative Position 
 5. Health Care Administrator 
 6. Other Occupation in Clinical Position 
 7. Other Occupation in Administrative Setting 

4. How many months have you worked in your current position? 



5. Rate the following issues according to their importance to YOUR ORGANIZATION 
(i.e. MAMC or the Lead Agency) preparing for implementation of the TRICARE Senior 
Option Medicare Subvention Simulation Project, with 1 being not very important and 5 
being very important. 

Not Very 
Important 

Very 
Important 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (type-in or write-in): 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

2 
2 
2 

3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

3 
3 
3 

4 
4 
4 
4 
4 
4 
4 
4 
4 
4 

4 
4 
4 

5 
5 
5 
5 
5 
5 
5 
5 
5 
5 

5 
5 
5 

6. Rate the following issues according to their importance to YOUR POSITION in 
preparing for implementation of the TRICARE Senior Option Medicare Subvention 
Simulation Project, with 1 being not very important and 5 being very important. 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (type-in or write-in): 

Not Very Very 
Important Important 

1        2 3 4 5 
1        2 3 4 5 

.  1        2 3 4 5 
1        2 3 4 5 
1        2 3 4 5 
1        2 3 4 5 
1        2 3 4 5 

is) 1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 

1       2 3 4 5 
1       2 3 4 5 
1       2 3 4 5 



7. Rate the following issues according to the amount of time which each 
required or will require in preparing for implementation of the TRICARE Senior Option 
Medicare Subvention Simulation Project. Please give issues which you feel are not very 
time consuming a 1, and the issues which are very time consuming a 5. Your 
perception of the time you spent or will spend is more important than your trying to 
reconstruct actual time. 

Not Very 
Time Consuming 

Very 
Time Consuming 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (type-in): 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

2 
2 
2 

3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

3 
3 
3 

4 
4 
4 
4 
4 
4 
4 
4 
4 
4 

4 5 
4 5 
4       5 

8. Rate the following issues according to the lead time (prior planning) you 
feel is required to effectively implement them as part of the TRICARE Senior Option 
Medicare Subvention Simulation Project, with a 1 being very little lead time and a 5 
being very much lead time. Even if you did not participate, please give your perception. 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 

Very Little 
Lead Time 

1       2 3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

V 
L< 

4 
4 
4 
4 
4 
4 
4 
4 
4 
4 

ery Much 
sad Time 

5 
1       2 5 
1       2 5 
1       2 5 
1       2 5 
1       2 5 
1       2 5 

is)l       2 5 
1       2 5 
1       2 5 



OTHER (type-in): 

1 

2 3 4 5 
2 3 4 5 
2       3       4       5 

9. Rate the issues according to the internal coordination which you feel is 
required to effectively implement them as part of the TRICARE Senior Option Medicare 
Subvention Simulation Project, with a 1 being very little internal coordination and a 5 
being very much internal coordination. 

Very Little Very Much 
Internal Internal 
Coordination Coordination 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 1 
Meeting HCFA Standards and Requirements 
Staffing Issues 

OTHER (type-in): 

1 2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

2 
2 
2 

3 
3 
3 
3 
3 
3 
3 
3 
3 
*> 
j 

3 

4 
4 
4 
4 
4 
4 
4 
4 
4 
4 

4 
4 
4 

5 
1 5 
1 5 
1 5 
1 5 
1 5 
1 5 

is)l 5 
1. 5 
1 5 

1 5 
1 5 
1 5 

10. Rate the issues according to the coordination with entities outside the 
hospital you feel is required to effectively implement them as part of the TRICARE 
Senior Opition Medicare Subvention Simulation Project, with a 1 being very little 
external coordination and a 5 being very much external coordination. 

Very Little 
External 
Coordination 

Very Much 
External 
Coordination 

• 

Management Information Systems 
Marketing/Beneficiary Education 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 

2 
2 
2 
2 
2 
2 
2 

3 
3 
3 
3 
3 

3 

4 
4 
4 
4 
4 
4 
4 

5 
5 
5 
5 
5 
5 
5 



Contracting Issues (i.e. contract modifications) 1 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (write-in): 

1 2 
2 
2 

2 
2 
2 

3 
3 
3 

3 
3 
3 

4 
4 
4 

4 
4 
4 

5 
1 5 
1 5 

1 5 
1 5 
1 5 

11. Since no one in the MHSS has ever implemented a program such as the TRICARE 
Senior Option Medicare Subvention Simulation Project before, some activities required 
to plan for implementation of the demonstration project are familiar and some are not 
familiar. Please rate the issues according to the amount of learning which you feel is 
required to manage them effectively, with a 1 being very little learning and a 5 being very 
much learning. 

Very Little 
New Learning 

Very Much 
New Learning 

Management Information Systems 
Marketing 
Utilization Management 
Training of MAMC Staff 
Quality Assurance/Quality Management 
Claims Processing/Billing 
Enrollment/Disenrollment 
Contracting Issues (i.e. contract modifications) 
Meeting HCFA Standards and Requirements 
Staffing Issues 
OTHER (write-in): 

2 
2 
2 
2 
2 
2 
2 
2 
2 
2 

2 
2 
2 

3 
3 
3 
3 
3 
3 
3 
3 
3 
3 

3 
3 
3 

4 
4 
4 
4 
4 
4 
4 
4 
4 
4 

4 
4 
4 

5 
5 
5 
5 
5 
5 
5 
5 
5 
5 

5 
5 
5 

12. Please rate the following potential threats to the successful implementation of the 
TRICARE Senior Option Medicare Subvention Simulation Project, with 1 a very low 
threat and 5 being a very high threat. 

• 

No HCFA Reimbursement 
Adverse Selection ("sicker" people enrolling) 
Not Meeting the "Level of Effort" 
Ability to Provide all Medicare Services 
(SNF, Home Health, Chiropractic, etc.) 

Very Low 
Threat 

1       2 3 
3 

3 
3 

Very High 
Threat 

4       5 
)    1       2 4       5 

1       2 4       5 
1       2 4       5 



Quality of Care Provided 
Inappropriate Staffing Levels 
Time Constraints in Implementation 
Inadequate Training 
Limited Experience in Financially 

Risky Situations 
High Start-Up Costs 
Competition from other Medicare HMO's 

in the Region 
Inadequate Marketing Capabilities 
Inadequate Information System Capabilities 
Inadequate Utilization Management 
OTHER (write-in): 

1       2 3 
3 
3 
3 
3 

3 
3 

3 
3 
3 

3 
3 
3 

4 
4 
4 
4 
4 

4 
4 

4 
4 
4 

4 
4 
4 

5 
1       2 5 
1       2 5 
1       2 5 
1       2 5 

1        2 5 
1        2 5 

1       2 5 
1       2 5 
1       2 5 

1       2 5 
1       2 5 
1        2 5 

PLEASE RETURN YOUR ANSWERS TO LT TOLAND OR MS. CELIA BOYCE IN 
THE COMMAND GROUP VIA EITHER CC-MAIL OR HAND-DELIVERY. THANK 
YOU! 

• 
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• 

Last Name First Name Rank     I DeDt./Division Service 
Aiken David                | LTC Personnel Chief 

Allison Dennis COL Anesthesia Anest. Nursing Svc. 

Andersen Charles COL Surgery Chief 

Arnot Dave COL 
GS 

Family Practice Optometry 

Ayala Sharon PAO Asst. Chief 

Bannister Frank MAJ 
LTC 
LTC 

Medicine Admin. Officer 

Bender    , Gregory Radiology Chief 

Bolesh David Anesthesia Surgical Services Center 

Booth Van COL NWRMC NWRMC 

Brown George BG Commander Commander 

Bryant Bud COL Logistics Chief 

Byrne Robert MAJ BHS Clinical Psychology 

Cahill William COL DCA DCA 

Cargill George COL Lead Agency Utilization Management 

Carstensen Mary MAJ Lead Agency Health Care Support 

Casey Elmer COL Lead Agency Medical Director 

Casey Linda COL Nursing Critical Care 

Chapman           J Carl GS Readiness Chief 

Cheney Ruth COL 
LTC 

Lead Agency Clinical Operations 

Condra Gary Lead Agency PA&E 

Cooper Ronald COL Medicine Inf. Disease/Education 

Craghead Robert COL 
COL 
GS 

Pharmacy Chief 

Cushner Howard Medicine Nephrology 

Danforth-Lewis Lisa iQSD Risk Management 

Davis Gary COL IOB/GYN GYN Svc. 

Dettori Joseph COL 1 Physical Med. Physical Therapy 

Diamond Donna LTC I Anesthesia CMS 

Dillard Thomas LTC I Medicine Pulm/Critical Care 

Doherty Frank GS jLead Agency Logistics 

Eggebroten William COL S Surgery Asst. Chief 

Eibe Dennis MAJ I Lead Agency PA&E 

Evans Suzanne LTC ! Managed Care Utilization Management 

Evans Paul COL 
GS 

i Family Practice Chief 

Fitch iBert HMD. Automation Mgt. 

Fletcher JoAnne GS !Lead Agency Contracting Services 

Flynn Fredrick COL 'Medicine Neurology 

Foster Michael iLTC iXO XO 

Greenfield Nancy IGS iQSD Chief 

Gunzenhauser Jeffrey ILTC I Preventive Med. Asst. Chief 

Haradon Geri ILT 1 Lead Agency PA&E 

Hemman Eileen iLTC | Managed Care Chief 

Henderson Rich IGS IQSD Analyst 

Hildreth Pamela iLTC | Nursing Surgical Nsg. Svc. 

Hober Chris GS [Lead Agency Marketing 

Hume Roderick LTC jOB/GYN OB Svc. 

Irvin Thomas LTC 1 Medicine Rheumatology 

Jarrett | Robert COL I Pediatrics Chief 

Jeffers Duane ILTC i Medicine I Primary Care/Internal Med. 

j 
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II Jennings Bonnie              ICOL Nursing Asst. Chief 

w Jones Robert              |( :OL Medicine Endocrinology/Research 

Jones Casey              i< DOL Surgery Orthopedic 

Kelley James              l< 30L Pathology Chief 

Kelly Patrick               < SOL Ed. Resources       j Chief 

King Kristin 30L          | Nutrition Care Chief 

Knapp Brian LTC RMD Chief 

Krauss Margot              1 LTC Preventive Med. Epidem. & Disease Control 

Kuehler Gregory             |GS BHS BHS Coordinator 
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Question 5. Rate the following issues according to their 
importance to YOUR ORGANIZATION ... 

Descriptive Statistics 

N Range Minimum Maximum Mean 
Std. 

Deviation Variance 
INFORMATION SYSTEMS 62 3 2 5 4.57 .69 .474 

STAFFING ISSUES 62 3 2 5 4.47 .78 .614 

MARKETING ISSUES 62 4 1 5 4.37 1.04 1.079 

TRAINING (MAMC STAFF) 62 4 1 5 4.27 .94 .891 

UTILIZATION MANAGEMENT 62 3 2 5 4.25 .92 .841 

ENROLLMENT/DISENROLLMENT 62 4 1 5 4.21 1.06 1.119 

CONTRACTING ISSUES 62 4 1 5 4.11 1.13 1.282 

QUALITY ASSURANCE 62 4 1 5 3.87 .97 .934 

CLAIMS/BILLING ISSUES 62 4 1 5 3.87 1.06 1.131 

HCFA STANDARDS 62 4 1 5 3.79 1.15 1.316 

Valid N (listwise) 62 - 

Question 6. Rate the following issues according to their 
importance to YOUR POSITION  

Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

L STAFFING ISSUES 62 4 5 3.58 1.36 1.852 
f INFORMATION SYSTEMS 62 4 5 3.87 1.36 1.852 
TRAINING (MAMC STAFF) 62 4 5 3.82 1.27 1.624 
UTILIZATION MANAGEMENT 62 4 5 3.66 1.43 2.031 
MARKETING ISSUES 62 4 5 3.61 1.36 1.848 
CONTRACTING ISSUES 62 4 5 3.44 1.41 1.984 
QUALITY ASSURANCE 62 4 5 3.34 1.37 1.865 
HCFA STANDARDS 62 4 5 3.34 1.46 2.129 
ENROLLMENT/DISENROLLMENT 62 4 5 3.32 1.46 2.124 
CLAIMS/BILLING ISSUES 62 4 5 2.94 1.32 1.733 
Valid N (listwise) 62 
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Question 7. Rate the following issues according to the 
AMOUNT OF TIME which each required or will require ... 

Descriptive Statistics 

N Range Minimum Maximum Mean 
Std. 

Deviation Variance 
STAFFING ISSUES 62 4 5 3.54 124 1.527 
INFORMATION SYSTEMS 62 4 5 3.52 1.40 1.954 
UTILIZATION MANAGEMENT 62 4 5 3.32 1.43 2.058 
TRAINING (MAMC STAFF) 62 4 5 3.30 1.31 1.716 
HCFA STANDARDS 62 4 5 3.23 1.31 1.719 
MARKETING ISSUES 62 4 5 3.21 1.52 2.300 
CONTRACTING ISSUES 62 4 5 3.03 1.50 2.261 
ENROLLMENT/DISENROLLMENT 62 4 5 2.95 1.41 1.981 
QUALITY ASSURANCE 62 4 5 2.85 1.27 1.602 
CLAIMS/BILLING ISSUES 62 4 5 2.46 1.39 1.920 
Valid N (listwise) 62 

Question 8. Rate the following issues according to the 
LEAD TIME (PRIOR PLANNING) you feel is required ... 

Descriptive Statistics 

« 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

MARKETING ISSUES 62 A 5 4.25 1.14 -I.3ÖÖ 
INFORMATION SYSTEMS 62 4 5 4.21 1.04 1.086 
CONTRACTING ISSUES 62 4 5 4.11 1.15 1.315 

^STAFFING ISSUES 62 4 5 3.95 1.19 1.424 
'TRAINING (MAMC STAFF) 62 4 5 3.89 1.03 1.053 
UTILIZATION MANAGEMENT 62 4 5 3.79 1.07 1.151 
ENROLLMENT/DISENROLLMENT 62 4 5 3.77 1.21 1.456 
HCFA STANDARDS 62 4 5 3.70 1.19 1.421 
CLAIMS/BILLING ISSUES 62 4 5 3.44 1.25 1.561 
QUALITY ASSURANCE 62 4 5 3.06 1.08 1.176 
Valid N (listwise) 62 
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Question 9. Rate the following issues according to the 
INTERNAL COORDINATION which you feel is required . 

r Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

INFORMATION SYSTEMS 62 4 5 4.2Ö .04 .879 
TRAINING (MAMC STAFF) 62 4 5 4.13 1.06 1.130 
UTILIZATION MANAGEMENT 62 4 5 4.00 1.01 1.016 
STAFFING ISSUES 62 4 5 3.98 1.05 1.098 
MARKETING ISSUES 62 4 5 3.83 1.10 1.219 
ENROLLMENT/DISENROLLMENT 62 4 5 3.80 .95 .911 
HCFA STANDARDS 62 4 5 3.75 1.08 1.167 
CONTRACTING ISSUES 62 4 5 3.66 1.13 1.266 
QUALITY ASSURANCE 62 4 5 3.43 1.08 1.160 
CLAIMS/BILLING ISSUES 62 4 5 2.92 1.18 1.387 
Valid N (listwise) 62 

Question 10. Rate the following issues according to the 
EXTERNAL COORDINATION you feel is required ... 

Descriptive Statistics 

N Range Minimum Maximum Mean 
Std. 

Deviation Variance 
MARKETING ISSUES 62 4 5 4.42 .91 .826 

A  jkCONTRACTING ISSUES 62 4 5 4.15 1.05 1.109 
| 'ENROLLMENT/DISENROLLMENT 62 4 5 3.88 1.10 1.216 

INFORMATION SYSTEMS 62 4 5 3.74 1.18 1.395 
HCFA STANDARDS 62 4 5 3.73 1.11 1.240 
CLAIMS/BILLING ISSUES 62 4 5 3.54 1.25 1.552 
UTILIZATION MANAGEMENT 62 4 5 3.17 1.09 1.185 
STAFFING ISSUES 62 4 5 2.86 1.18 1.392 
QUALITY ASSURANCE 62 4 5 2.68 1.00 .998 
TRAINING (MAMC STAFF) 62 4 5 2.59 1.22 1.479 

Valid N (listwise) 62 
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Question 11. Please rate the following issues according to the 
AMOUNT OF NEW LEARNING you feel is required ... 

Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

HCFA STANDARDS .   62 4 5 4.07 1.07 1.143 

INFORMATION SYSTEMS 62 4 5 3.89 .99 .987 

TRAINING (MAMC STAFF) 62 4 5 3.62 1.04 1.087 

MARKETING ISSUES 62 4 5 3.61 1.26 1.583 
CONTRACTING ISSUES 62 4 5 3.58 1.16 1.354 
UTILIZATION MANAGEMENT 62 4 5 3.48 1.14 1.299 
ENROLLMENT/DISENROLLMENT 62 4 5 3.38 1.27 1.612 
CLAIMS/BILLING ISSUES 62 4 5 3.32 1.23 1.524 
STAFFING ISSUES 62 4 5 3.05 1.06 1.129 
QUALITY ASSURANCE 62 4 5 2.88 1.04 1.085 
Valid N (listwise) 62 

Question 12. Rate the following POTENTIAL THREATS ... 

Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

TIME CONSTRAINTS 62 4 5 4.26 •65 .718 
ABILITY TO PROVIDE ALL 62 4 5 4 25 1.03 1.070 
MEDICARE SERVICES 
NO HCFA REIMBURSEMENT 62 4 5 4.23 1.08 1.160 

Mb .INAPPROPRIATE STAFFING 62 4 5 3.98 1.09 1.196 
^■START-UP COSTS 62 4 5 3.97 1.07 1.146 

LACK OF EXPERIENCE 62 4 5 3.85 1.11 1.241 
NOT MEETING LEVEL OF EFFORT 62 4 5 3.85 1.14 1.305 
INADEQUATE INFORMATION 
SYSTEMS 62 4 5 3.80 1.16 1.338 

INADEQUATE TRAINING 62 4 5 3.75 1.13 1.267 
INADEQUATE MARKETING 62 4 5 3.69 1.06 1.132 
ADVERSE SELECTION 62 4 5 3.52 1.35 1.823 
INADEQUATE UTILIZATION 
MANAGEMENT 62 4 5 3.25 1.28 1.628 

COMPETITION FROM OTHER 
MEDICARE HMO'S 62 4 5 3.25 1.29 1.661 

QUALITY OF CARE 62 4 5 2.48 1.49 2.217 
Valid N (listwise) 62 
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CLAIMS PROCESSING/BILLING ISSUES 

1 1 Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

uuestion t> 62 4 5 3.87 LÖS ■U31 
Question 6 62 4 5 2.94 1.32 1.733 
Question 7 62 4 5 2.46 1.39 1.920 
Question 8 62 4 5 3.44 1.25 1.561 
Question 9 62 4 5 2.92 1.18 1.387 
Question 10 62 4 5 3.54 1.25 1.552 
Question 11 62 4 5 3.32 1.23 1.524 
Valid N 62 (listwise) 

CONTRACTING ISSUES 

Descriptive Statistics 

N Range Minimum Maximum Mean 
Std. 

Deviation Variance 
uuestion t> 62 4 5 4M 1.13 1.282 
Question 6 62 4 5 3.44 1.41 1.984 
Question 7 62 4 5 3.03 1.50 2.261 
Question 8 62 4 5 4.11 1.15 1.315 
Question 9 62 4 5 3.66 1.13 1.266 
Question 10 62 4 5 4.15 1.05 1.109 
Question 11 62 4 5 3.58 1.16 1.354 
Valid N 

{(listwise) 62 

ENROLLMENT/DISENROLLMENT ISSUES 

Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

uuestion t> 62 4 5 4.21 1Ö6 1.il9 
Question 6 62 4 5 3.32 1.46 2.124 
Question 7 62 4 5 2.95 1.41 1.981 
Question 8 62 4 5 3.77 1.21 1.456 
Question 9 62 4 5 3.80 .95 .911 
Question 10 62 4 5 3.88 1.10 1.216 
Question 11 62 4 5 3.38 1.27 1.612 
Valid N 62 (listwise) 
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MEETING HCFA STANDARDS AND REQUIREMENTS 

1 Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

Uuestion i> 62 4 5 3.79 1.15 1.316 
Question 6 62 4 5 3.34 1.46 2.129 
Question 7 62 4 5 3.23 1.31 1.719 
Question 8 62 4 5 3.70 1.19 1.421 
Question 9 62 4 5 3.75 1.08 1.167 
Question 10 62 4 5 3.73 1.11 1.240 
Question 11 62 4 5 4.07 1.07 1.143 
Valid N 62 (listwise) 

MANAGEMENT INFORMATION SYSTEMS ISSUES 

Descriptive Statistics 

N Range Minimum Maximum Mean 
Std. 

Deviation Variance 
uuestion t> 62 3 2 5 4.57 .69 .474 
Question 6 62 4 5 3.87 1.36 1.852 
Question 7 62 4 5 3.52 1.40 1.954 
Question 8 62 4 5 4.21 1.04 1.086 
Question 9 62 4 5 4.20 .94 .879 
Question 10 62 4 5 3.74 1.18 1.395 
Question 11 62 4 5 3.89 .99 .987 
Valid N 

\ (listwise) 62 

MARKETING/BENEFICIARY EDUCATION ISSUES 

Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

Uuestion t> 62 4 5 ■ 4.37 \M 1Ö79 
Question 6 62 4 5 3.61 1.36 1.848 
Question 7 62 4 5 3.21 1.52 2.300 
Question 8 62 4 5 4.25 1.14 1.300 
Question 9 62 4 5 3.83 1.10 1.219 
Question 10 62 4 5 4.42 .91 .826 
Question 11 62 4 5 3.61 1.26 1.583 
Valid N 62 (listwise) 
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QUALITY ASSURANCE/QUALITY MANAGEMENT ISSUES 

1 I Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

Uuestion o 62 4 5 3.87 .97 .534 
Question 6 62 4 5 3.34 1.37 1.865 
Question 7 62 4 5 2.85 1.27 1.602 
Question 8 62 4 5 3.06 1.08 1.176 
Question 9 62 4 5 3.43 1.08 1.160 
Question 10 62 4 5 2.68 1.00 .998 
Question 11 62 4 5 2.88 1.04 1.085 
Valid N 62 (listwise) 

STAFFING ISSUES 

I Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

Uuestion t> 62 3 2 5 4.47 .78 .614 
Question 6 62 4 5 3.98 1.36 1.852 
Question 7 62 4 5 3.54 1.24 1.527 
Question 8 62 4 5 3.95 1.19 1.424 
Question 9 62 4 5 3.98 1.05 1.098 
Question 10 62 4 5 2.86 1.18 1.392 
Question 11 62 4 5 3.05 1.06 1.129 
Valid N 62 t(listwise) 

TRAINING OF MAMC STAFF 

Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

uuestion t> 52 4 5 4.27 .04 .8§1 
Question 6 62 4 5 3.82 1.27 1.624 
Question 7 62 4 5 3.30 1.31 1.716 
Question 8 62 4 5 3.89 1.03 1.053 
Question 9 62 4 5 4.13 1.06 1.130 
Question 10 62 4 5 2.59 1.22 1.479 
Question 11 62 4 5 3.62 1.04 1.087 
Valid N 62 (listwise) 
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UTILIZATION MANAGEMENT ISSUES 

Descriptive Statistics 

Std. 
N Range Minimum Maximum Mean Deviation Variance 

Uuestion t> 62 3 2 5 4.25 .92 .841 
Question 6 62 4 5 3.66 1.43 2.031 
Question 7 62 4 5 3.32 1.43 2.058 
Question 8 62 4 5 3.79 1.07 1.151 
Question 9 62 4 5 4.00 1.01 1.016 
Question 10 62 4 5 3.17 1.09 1.185 
Question 11 62 4 5 3.48 1.14 1.299 
Valid N 62 (listwise) 
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INFERENCES BASED ON SIGNIFICANT SURVEY 
RESULTS (GROUPED BY COMPARISON GROUP): 

LEAD AGENCY STAFF VS. MADIGAN STAFF 

CONTRACTING ISSUES - Lead Agency staff (mean = 3.67, st. dev. = 1.45) felt 
contracting issues required much more time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than Madigan staff 
(mean = 2.78, st. dev. = 1.46) 
F(l,59) = 4.167, p<.046 

CONTRACTING ISSUES - Lead Agency staff (mean = 4.60, st. dev. = .51) felt 
contracting issues required much greater internal coordination to implement as 
part of the TRICARE Medicare Subvention Simulation Demonstration than 
Madigan staff (mean = 3.39, st. dev. = 1.10) 
F(l,59) = 16.858, p<.000 

CONTRACTING ISSUES - Lead Agency staff (mean = 4.67, st. dev. = .49) felt 
contracting issues required much greater external coordination to implement as 
part of the TRICARE Medicare Subvention Simulation Demonstration than 
Madigan staff (mean = 3.99, st. dev. = 1.15) 
F(l,59) = 4.926, p<.030 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.33, 
st. dev. = .72) felt enrollment/disenrollment issues required greater lead time 
(prior planning) to effectively implement them as part of the TRICARE Medicare 
Subvention Simulation Demonstration than Madigan Staff (mean = 3.61, 
st. dev. = 1.29) 
F(l,59) = 4.259, p<.043 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.33, 
st. dev. = .62) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 3.64, st. dev. = .99) 
F(l,59) = 6.502, p<.013 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.00, 
st. dev. = 1.00) felt enrollment/disenrollment issues required much more new 
learning to manage them effectively in implementing the TRICARE Medicare 
Subvention Simulation Demonstration than Madigan staff (mean = 3.23, 
st. dev. = 1.26) 
F(l,59) = 4.664, p<.035 
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MANAGEMENT INFORMATION SYSTEMS - Lead Agency staff (mean = 4.73, 
st. dev. = .46) felt management information systems issues required much greater 
internal coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 4.01, st. dev. = .99) 
F(l,59) = 7.455, p<.008 

MANAGEMENT mFORMATIONSYSTEMS - Lead Agency staff (mean = 4.40, 
st. dev. = .83) felt cenffictmg'Sssues required much greater external coordination 
to implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than Madigan staff (mean = 3.52, st. dev. = 1.22) 
F(l,59) = 6.759, p<.012 

MARKETING/BENEFICIARY EDUCATION - Lead Agency staff (mean = 4.47, 
st. dev. = .64) felt marketing/beneficiary education issues required much greater 
internal coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 3.60, st. dev. = 1.14) 
F(l,59) = 7.751, p<.007 

INADEQUATE MARKETING CAPABILITIES - Lead Agency staff (mean = 4.27, 
st. dev. = .80) feel that inadequate marketing capabilities pose a greater potential 
threat to the successful implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 3.47, st. dev. = 1.07) 
F(l,59) = 7.011, p<.010 

STAFFING ISSUES - Madigan staff ( mean = 4.65, st. dev. = .57) felt staffing issues 
were much more important to the organization in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than Lead Agency 
staff (mean = 3.87, st. dev. = 1.06) 
F(l, 59) = 13.65, p<.000 

STAFFING ISSUES - Madigan staff ( mean = 4.20, st. dev. = 1.26) felt staffing issues 
were much more important to their positions in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than Lead Agency 
staff (mean = 3.27, st. dev. = 1.49) 
F(l, 59) = 5.631, p<.021 

STAFFING ISSUES - Madigan staff (mean = 3.86, st. dev. = .96) felt staffing issues 
required much more time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than Lead Agency staff 
(mean = 2.53, st. dev. = 1.51) 
F(l,59) = 16.072, p<.000 



INADEQUATE STAFFING LEVELS - Madigan staff (mean = 4.13, st. dev. = .93) feel 
that inadequate staffing levels pose a greater potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than Lead Agency staff (mean = 3.47, st. dev. = 1.41) 
F(l,59) = 16.072, p<.000 

UTILIZATION MANAGEMENT - Lead Agency staff (mean = 3.73, st. dev. = .88) felt 
Utilization Management issues required much greater external coordination to 
implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than Madigan staff (mean = 3.01, st. dev. = 1.10) 
F(l,59) = 5.355, p<.024 

ABILITY TO PROVIDE ALL MEDICARE SERVICES - Madigan staff 
(mean = 4.47, st. dev. = .78) feel that the our ability (or inability) to provide all 
Medicare services poses a greater potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than Lead Agency staff (mean = 3.73, st. dev. = 1.39) 
F(l,59) = 6.658, p<.012 



HEALTHCARE ADMINISTRATORS (HCAs) VS. NON-HCAs 

CLAIMS PROCESSING/BELLING - Healthcare Administrators (HCAs) (mean =1.95, 
st. dev. = 1.28) felt claims processing/billing required much less time in preparing 
for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 2.70, st. dev. = 1.38). 
F(l,60) = 4.192, p<.045 

CONTRACTING ISSUES - Healthcare Administrators (HCAs) (mean = 4.56, 
st. dev. = .82) felt enrollment/disenrollment issues required greater lead time 
(prior planning) to effectively implement them as part of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 3.90, 
st. dev. = 1.23) 
F(l,60) = 4.623, p<.036 

CONTRACTING ISSUES - Healthcare Administrators (HCAs) (mean = 4.07, 
st. dev. = 1.13) felt contracting issues required much greater internal coordination 
to implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.47, st. dev. = 1.08) 
F(l,60) = 4.015, p<.050 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (mean = 4.24, 
st. dev. = .79) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than non-HCAs (mean = 3.59, st. dev. = .96) 
F(l,60) = 6.994, p<.010 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.40, st. dev. = .82) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 3.64, 
st. dev. = 1.14) 
F(l,60) = 7.135, p<.010 

MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.29, st. dev. = .93) felt marketing/beneficiary education issues required 
much greater internal coordination to implement as part of the TRICARE 
Medicare Subvention Simulation Demonstration than non-HCAs (mean = 3.62, 
st. dev. = 1.12) 
F(l,60) = 5.460, p<.023 



MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.77, st. dev. = .42) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 4.26, 
st. dev. = 1.03) 
F(l,60) = 4.565, p<.037 

MEETING HCFA STANDARDS AND REQUIREMENTS - Healthcare 
Administrators (HCAs) (mean = 4.55, st. dev. = .88) felt meeting HCFA standards 
and requirements issues required much more new learning to manage them 
effectively in implementing the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.84, st. dev. = 1.08) 
F(l,60) = 6.689, p<.026 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 3.5, st. dev. = 1.00) felt Quality Assurance/Quality Management 
was much less important to the organization in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 4.05, st. dev. = .91). 
F(l,60) = 4.608, p<.036 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 2.85, st. dev. = 1.42) felt Quality Assurance/Quality Management 
was much less important to their positions in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 3.58, st. dev. = 1.29). 
F(l,60) = 4.060, p<.048 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Healthcare Administrators 
(HCAs) (mean = 2.30, st. dev. = 1.22) felt Quality Assurance/Quality Management 
issues required much less time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-HCAs (mean = 3.12, 
st. dev= 1.21) 
F(l,60) = 6.155, p<.016 

STAFFING ISSUES - Health Care Administrators (HCAs) (mean = 3.30, 
st. dev. = 1.39) felt staffing issues were much less important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 4.31, st. dev. = 1.24). 
F(l,60) = 8.372, p<.005 



STAFFING ISSUES - Healthcare Administrators (HCAs) (mean = 3.00, st. dev. = 1.30) 
felt staffing issues required much less time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 3.80, st. dev. = 1.13) 
F(l,60) = 6.134, p<.016 

TRAINING OF MAMC STAFF - Healthcare Administrators (HCAs) (mean = 2.80, 
st. dev. = 1.54) felt training of MAMC staff required much less time in preparing 
for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.53, st. dev. = 1.13) 
F(l,60) = 4.457, p<.039 

UTILIZATION MANAGEMENT - Healthcare Administrators (HCAs) (mean = 2.75, 
st. dev. = 1.52) felt Utilization Management issues required much less time in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.60, st. dev. = 1.33) 
F(l,60) = 5.012, p<.029 

LIMITED EXPERIENCE IN FINANCIALLY RISKY SITUATIONS - Healthcare 
Administrators (HCAs) (mean = 3.40, st. dev. = 1.27) feel that limited experience 
in financially risky situations poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than non-HCAs (mean = 4.07, st. dev. = .97) 
F(l,60) = 5.207, p<.026 

NO HCFA REIMBURSEMENT - Healthcare Administrators (HCAs) (mean = 3.75, 
st. dev. = 1.33) feel that not receiving HCFA reimbursement poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 4.46, 
st. dev. = .86) 
F(l,60) = 6.364, p<.014 



HEALTHCARE ADMINISTRATORS VS. PHYSICIANS 

CONTRACTING ISSUES - Healthcare Administrators (HCAs) (mean = 4.56, 
st. dev. = .82) felt enrollment/disenrollment issues required greater lead time 
(prior planning) to effectively implement them as part of the TRICARE Medicare 
Subvention Simulation Demonstration than physicians (mean = 3.74, 
st. dev. = 1.28) 
F(l,37) = 5.682, p<.022 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.20, st. dev. = .89) felt enrollment/disenrollment issues required greater 
lead time (prior planning) to effectively implement them as part of the TRICARE 
Medicare Subvention Simulation Demonstration than Physicians (mean = 3.42, 
st. dev. = 1.26) 
F(l,37) = 4.991, p<.032 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (mean = 4.24, 
st. dev. = .79) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Physicians (mean = 3.57, st. dev. = 1.07) 
F(l,37) = 5.020, p<.031 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.40, st. dev. = .82) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than Physicians (mean = 3.67, 
st. dev. = 1.29) 
F(l,37) = 4.471, p<.041 

MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.65, st. dev. = .75) felt marketing/beneficiary education issues required 
greater lead time (prior planning) to effectively implement them as part of the 
TRICARE Medicare Subvention Simulation Demonstration than Physicians 
(mean = 3.95, st. dev. = 1.31) 
F(l,37) = 4.289, p<.045 

MEETING HCFA STANDARDS AND REQUIREMENTS - Healthcare 
Administrators (HCAs) (mean = 4.55, st. dev. = .88) felt meeting HCFA standards 
and requirements issues required much more new learning to manage them 
effectively in implementing the TRICARE Medicare Subvention Simulation 
Demonstration than physicians (mean = 3.74, st. dev. = 1.24) 
F(l,37) = 5.593, p<.023 



QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 3.5, st. dev. = 1.00) felt Quality Assurance/Quality Management 
was much less important to the organization in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than physicians 
(mean = 4.05, st. dev. = .62). 
F(l,60) = 4.243, p<.046 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Physicians (mean = 3.21, 
st. dev. = 1.03) felt quality assurance/quality management issues required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than Healthcare Administrators (HCAs) (mean = 2.30, 
st. dev. = 1.22) 
F(l,37) = 6.311, p<.016 

STAFFING ISSUES - Physicians (mean = 4.21, st. dev. = 1.27) felt staffing issues were 
much more important to their positions in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than Health Care 
Administrators (HCAs) (mean = 3.30, st. dev. =1.38) 
F(l,37) = 4.585, p<.039 

STAFFING ISSUES - Physicians (mean = 3.95, st. dev. = 1.08) felt staffing issues 
required much more time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than Healthcare Administrators 
(HCAs) (mean = 3.00, st. dev. = 1.30) 
F(l,37) = 6.118, p<.018 

TRAINING OF MAMC STAFF - Physicians (mean = 3.84, st. dev. = 1.01) felt training 
of MAMC staff required much more time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than Healthcare 
Administrators (HCAs) (mean = 2.80, st. dev. = 1.54) 
F(l,37) = 6.144, p<.018 

LIMITED EXPERIENCE IN FINANCIALLY RISKY SITUATIONS - Healthcare 
Administrators (HCAs) (mean = 3.40, st. dev. = 1.27) feel that limited experience 
in financially risky situations poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than physicians (mean = 4.15, st. dev. = .96) 
F(l,37) = 4.279, p<.046 

NO HCFA REIMBURSEMENT - Healthcare Administrators (HCAs) (mean = 3.75, 
st. dev. = 1.33) feel that not receiving HCFA reimbursement poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than physicians (mean = 4.59, 
st. dev. = .95) 
F(l,37) = 5.084, p<.030 



PHYSICIANS VS. NON-PHYSICIANS 

TRAINING OF MAMC STAFF - Physicians (mean = 3.84, st. dev. = 1.01) felt training 
of MAMC staff required much more time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-physicians 
(mean = 3.05, st. dev. = 1.36) 
F(l,60) = 5.096, p<.028 

INADEQUATE TRAINING - Physicians (mean = 3.25, st. dev. = 1.23) feel that 
inadequate training poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than non-physicians (mean = 3.98, st. dev. = 1.01) 
F(l,60) = 5.936, p<.018 

UTILIZATION MANAGEMENT - Physicians (mean = 3.32, st. dev. = 1.11) felt 
Utilization Management issues required less lead time (prior planning) to 
effectively implement them as part of the TRICARE Medicare Subvention 
Simulation Demonstration than non-physicians (mean = 4.00, st. dev. = 1.00) 
F(l,60) = 5.688, p<.020 

UTILIZATION MANAGEMENT - Physicians (mean = 2.70, st. dev. = .95) felt 
Utilization Management issues required much less external coordination to 
implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than non-physicians (mean = 3.38, st. dev. = 1.09) 
F(l,60) = 5.415, p<.023 

INADEQUATE UTBLIZATION MANAGEMENT - Physicians (mean = 2 75, 
st. dev. = 1.29) feel that inadequate utilization management poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than non-physicians (mean = 3.47, 
st. dev. = 1.22) 
F(l,60) = 4.368, p<.041 
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NURSES VS. NON-NURSES 

MANAGEMENT INFORMATION SYSTEMS - Nurses (mean = 4.86, st. dev. = .38) 
felt Management Information Systems were much more important to their 
positions in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than non-Nurses (mean = 3.74, st. dev. = 1.39) 
F(l,60) = 4.394, p<.040 

MEETING HCFA STANDARDS AND REQUIREMENTS - Nurses (mean = 4.57, 
st. dev. = .53) felt meeting HCFA standards and requirements was much more 
important to their positions in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-Nurses (mean = 3.18, 
st. dev. = 1.47) 
F(l,60) = 6.102, p<.016 

MEETING HCFA STANDARDS AND REQUIREMENTS - Nurses (mean = 4.29, 
st. dev. = .49) felt that meeting HCFA standards and requirements required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than non-nurses (mean = 3.09, st. dev. = 3.09, 
st. dev. = 1.32) 
F(l,60) = 5.542, p<.022 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Nurses (mean = 4 57, 
st. dev. = .53) felt quality assurance/quality management was much more 
important to the organization in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-Nurses (mean = 3.78, 
st. dev. = .98). 
F(l,60) = 4.375, p<.041 

UTILIZATION MANAGEMENT - Nurses (mean = 5.00, st. dev. = .00) 
felt Utilization Management was much more important issue to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-Nurses (mean = 3.49, st. dev. = 1.43) 
F(l,60) = 7.732, p<.007 



CLINICAL POSITIONS VS. ADMINISTRATIVE POSITIONS 

CLAIMS PROCESSING/BILLING - People working in Clinical Positions 
(mean = 4.5, st. dev. = .53) felt claims processing/billing was much more 
important to the organization in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than those people in working in 
Administrative Positions (mean = 3.75, st. dev. = 1.10). 
F(l,60) = 4.406, p<.040 

ENROLLMENT/DISENROLLMENT - People working in Administrative positions 
(mean = 3.12, st. dev. = 1.35) felt enrollment/disenrollment issues required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than those people working in Clinical positions 
(mean = 2.10, st. dev. = 1.45) 
F(l,60) = 4.624, p<.036 

INADEQUATE INFORMATION SYSTEMS CAPABILITIES - People working in 
administrative positions (mean = 3.96, st. dev. = 1.10) feel that inadequate 
information systems pose a greater potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than those people working in clinical positions (mean = 2.98, st. dev. = 1.14) 
F(l,60) = 6.591, p<.013 

STAFFING ISSUES - People working Clinical Positions (mean = 4.90, st. dev. = ..32) 
felt staffing issues were much more important to their positions in preparing for 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than those people working in Administrative Positions (mean = 3.81, 
st. dev. — 1.41) 
F(l,60) = 5.835, p<.019 



NEW EMPLOYEES VS. OTHER EMPLOYEES 

ENROLLMENT/DISENROLLMENT - New Employees (mean = 4.18, st. dev. = 1.33) 
felt enrollment/disenrollment was much more important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than other employees (mean = 3.14, st. dev. = 1.43) 
F(l,60) = 4.95, p<.030 

MARKETING/BENEFICIARY EDUCATION - New Employees (mean = 4 45), 
st. dev. = .52) felt Marketing/Beneficiary Education was much more important to 
their positions in preparing for implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than other employees (mean = 3.43, 
st. dev. = 1.42) 
F(l,60) = 5.505, p<.022 

STAFFING ISSUES - New Employees (mean = 4.82, st. dev. = .41) felt staffing issues 
were much more important to their positions in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than other 
employees (mean = 3.80, st. dev. = 1.43) 
F(l,60) = 5.366, p<.024 

TRAINING OF MAMC STAFF - New Employees (mean = 4.55, st. dev. = .93) 
felt training of MAMC staff was much more important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than other employees (mean = 3.67, st. dev. = 1.29) 
F(l,60) = 4.554, p<.037 



INFERENCES BASED ON SIGNIFICANT SURVEY 
RESULTS (GROUPED BY ISSUE): 

CLAIMS PROCESSING/BILLING 

CLAIMS PROCESSING/BELLING - People working in Clinical Positions 
(mean = 4.5, st. dev. = .53) felt claims processing/billing was much more 
important to the organization in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than those people in working in 
Administrative Positions (mean = 3.75, st. dev. = 1.10). 
F(l,60) = 4.406, p<.040 

CLAIMS PROCESSING/BILLING - Healthcare Administrators (HCAs) (mean =1.95, 
st. dev. = 1.28) felt claims processing/billing required much less time in preparing 
for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 2.70, st. dev. = 1.38). 
F(l,60) = 4.192, p<.045 

APPENDIX I 



ENROLLMENT/DISENROLLMENT 

ENROLLMENT/DISENROLLMENT - New Employees (mean = 4.18, st. dev. = 1.33) 
felt enrollment/disenrollment was much more important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than other employees (mean = 3.14, st. dev. = 1.43) 
F(l,60) = 4.95, p<.030 

ENROLLMENT/DISENROLLMENT - People working in Administrative positions 
(mean = 3.12, st. dev. = 1.35) felt enrollment/disenrollment issues required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than those people working in Clinical positions 
(mean = 2.10, st. dev. = 1.45) 
F(l,60) = 4.624, p<.036 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.33, 
st. dev. = .72) felt enrollment/disenrollment issues required greater lead time 
(prior planning) to effectively implement them as part of the TRICARE Medicare 
Subvention Simulation Demonstration than Madigan Staff (mean = 3.61, 
st. dev. = 1.29) 
F(l,59) = 4.259, p<.043 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.20, st. dev. = .89) felt enrollment/disenrollment issues required greater 
lead time (prior planning) to effectively implement them as part of the TRICARE 
Medicare Subvention Simulation Demonstration than Physicians (mean = 3.42, 
st. dev. = 1.26) 
F(l,37) = 4.991, p<.032 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.33, 
st. dev. = .62) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 3.64, st. dev. = .99) 
F(l,59) = 6.502, p<.013 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (mean = 4.24, 
st. dev. = .79) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than non-HCAs (mean = 3.59, st. dev. = .96) 
F(l,60) = 6.994, p<.010 



ENROLLMENT/DISENROLLMENT - Healthcare Administrators (mean = 4.24, 
st. dev. = .79) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Physicians (mean = 3.57, st. dev. = 1.07) 
F(l,37) = 5.020, p<.031 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.40, st. dev. = .82) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 3.64, 
st. dev. = 1.14) 
F(l,60) = 7.135, p<.010 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.40, st. dev. = .82) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than Physicians (mean = 3.67, 
st. dev. = 1.29) 
F(l,37) = 4.471, p<.041 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.00, 
st. dev. = 1.00) felt enrollment/disenrollment issues required much more new 
learning to manage them effectively in implementing the TRICARE Medicare 
Subvention Simulation Demonstration than Madigan staff (mean = 3.23, 
st. dev. = 1.26) 
F(l,59) = 4.664, p<.035 



MANAGEMENT INFORMATION SYSTEMS 

MANAGEMENT INFORMATION SYSTEMS - Nurses (mean = 4.86, st. dev. = .38) 
feit Management Information Systems were much more important to their 
positions in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than non-Nurses (mean = 3.74, st. dev. = 1.39) 
F(l,60) = 4.394, p<.040 

MANAGEMENT INFORMATION SYSTEMS - Lead Agency staff (mean = 4.73, 
st. dev. = .46) felt management information systems issues required much greater 
internal coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 4.01, st. dev. = .99) 
F(l,59) = 7.455, p<.008 

MANAGEMENT INFORMATION SYSTEMS - Lead Agency staff (mean = 4.40, 
st. dev. = .83) felt ooTifraCTingSssues required much greater external coordination 
to implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than Madigan staff (mean = 3.52, st. dev. = 1.22) 
F(l,59) = 6.759, p<.012 

INADEQUATE INFORMATION SYSTEMS CAPABILITIES - People working in 
administrative positions (mean = 3.96, st. dev. = 1.10) feel that inadequate 
information systems pose a greater potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than those people working in clinical positions (mean = 2.98, st. dev. = 1.14) 
F(l,60) = 6.591, p<.013 



MARKETING/BENEFICIARY EDUCATION 

MARKETING/BENEFICIARY EDUCATION - New Employees (mean = 4. 45), 
st. dev. = .52) felt Marketing/Beneficiary Education was much more important to 
their positions in preparing for implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than other employees (mean = 3.43, 
st. dev. = 1.42) 
F(l,60) = 5.505, p<.022 

MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.65, st. dev. = .75) felt marketing/beneficiary education issues required 
greater lead time (prior planning) to effectively implement them as part of the 
TRICARE Medicare Subvention Simulation Demonstration than Physicians 
(mean = 3.95, st. dev. = 1.31) 
F(l,37) = 4.289, p<.045 

MARKETING/BENEFICIARY EDUCATION - Lead Agency staff (mean = 4.47, 
st. dev. = .64) felt marketing/beneficiary education issues required much greater 
internal coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration thanMadigan staff (mean = 3.60, st. dev. = 1.14) 
F(l,59) = 7.751, p<.007 

MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.29, st. dev. = .93) felt marketing/beneficiary education issues required 
much greater internal coordination to implement as part of the TRICARE 
Medicare Subvention Simulation Demonstration than non-HCAs (mean = 3.62, 
st. dev. = 1.12) 
F(l,60) = 5.460, p<.023 

MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.77, st. dev. = .42) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 4.26, 
st. dev. = 1.03) 
F(l,60) = 4.565, p<.037 

INADEQUATE MARKETING CAPABBLITTES - Lead Agency staff (mean = 4.27, 
st. dev. = .80) feel that inadequate marketing capabilities pose a greater potential 
threat to the successful implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 3.47, st. dev. = 1.07) 
F(l,59) = 7.011, p<.010 



MEETING HCFA STANDARDS AND REQUIREMENTS 

MEETING HCFA STANDARDS AND REQUIREMENTS - Nurses (mean = 4 57, 
st. dev. = .53) felt meeting HCFA standards and requirements was much more 
important to their positions in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-Nurses (mean = 3.18, 
st. dev. = 1.47) 
F(l,60) = 6.102, p<.016 

MEETING HCFA STANDARDS AND REQIHREMENTS - Nurses (mean = 4.29, 
st. dev. = .49) felt that meeting HCFA standards and requirements required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than non-nurses (mean = 3.09, st. dev. = 3.09, 
st. dev. = 1.32) 
F(l,60) = 5.542, p<.022 

MEETING HCFA STANDARDS AND REQUIREMENTS - Healthcare 
Administrators (HCAs) (mean = 4.55, st. dev. = .88) felt meeting HCFA standards 
and requirements issues required much more new learning to manage them 
effectively in implementing the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.84, st. dev. = 1.08) 
F(l,60) = 6.689, p<.026 

MEETING HCFA STANDARDS AND REQUIREMENTS - Healthcare 
Administrators (HCAs) (mean = 4.55, st. dev. = .88) felt meeting HCFA standards 
and requirements issues required much more new learning to manage them 
effectively in implementing the TRICARE Medicare Subvention Simulation 
Demonstration than physicians (mean = 3.74, st. dev. = 1.24) 
F(l,37) = 5.593, p<.023 



QUALITY ASSURANCE/QUALITY MANAGEMENT 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 3.5, st. dev. = 1.00) felt Quality Assurance/Quality Management 
was much less important to the organization in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 4.05, st. dev. = .91). 
F(l,60) = 4.608, p<.036 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 3.5, st. dev. = 1.00) felt Quality Assurance/Quality Management 
was much less important to the organization in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than physicians 
(mean = 4.05, st. dev. = .62). 
F(l,60) = 4.243, p<.046 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Nurses (mean = 4.57, 
st. dev. = .53) felt quality assurance/quality management was much more 
important to the organization in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-Nurses (mean = 3.78, 
st. dev. = .98). 
F(l,60) = 4.375, p<.041 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 2.85, st. dev. = 1.42) felt Quality Assurance/Quality Management 
was much less important to their positions in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 3.58, st. dev. = 1.29). 
F(l,60) = 4.060, p<.048 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Healthcare Administrators 
(HCAs) (mean = 2.30, st. dev. = 1.22) felt Quality Assurance/Quality Management 
issues required much less time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-HCAs (mean = 3.12, 
st. dev =1.21) 
F(l,60) = 6.155, p<.016 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Physicians (mean = 3.21, 
st. dev. = 1.03) felt quality assurance/quality management issues required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than Healthcare Administrators (HCAs) (mean = 2.30, 
st. dev. = 1.22) 
F(l,37) = 6.311, p<.016 



STAFFING ISSUES 

STAFFING ISSUES - Madigan staff( mean = 4.65, st. dev. = .57) felt staffing issues 
were much more important to the organization in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than Lead Agency 
staff (mean = 3.87, st. dev. = 1.06) 
F(l, 59) = 13.65, p<.000 

STAFFING ISSUES - Madigan staff (mean = 4.20, st. dev. = 1.26) felt staffing issues 
were much more important to their positions in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than Lead Agency 
staff (mean = 3.27, st. dev. = 1.49) 
F(l, 59) = 5.631, p<.021 

STAFFING ISSUES - New Employees (mean = 4.82, st. dev. = .41) felt staffing issues 
were much more important to their positions in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than other 
employees (mean = 3.80, st. dev. = 1.43) 
F(l,60) = 5.366, p<.024 

STAFFING ISSUES - People working Clinical Positions (mean = 4.90, st. dev. = ..32) 
felt staffing issues were much more important to their positions in preparing for 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than those people working in Administrative Positions (mean = 3.81, 
st. dev. = 1.41) 
F(l,60) = 5.835, p<.019 

STAFFING ISSUES - Health Care Administrators (HCAs) (mean = 3.30, 
st. dev. = 1.39) felt staffing issues were much less important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 4.31, st. dev. = 1.24). 
F(l,60) = 8.372, p<.005 

STAFFING ISSUES - Physicians (mean = 4.21, st. dev. = 1.27) felt staffing issues were 
much more important to their positions in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than Health Care 
Administrators (HCAs) (mean = 3.30, st. dev. =1.38) 
F(l,37) = 4.585, p<.039 
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STAFFING ISSUES - Madigan staff (mean = 3.86, st. dev. = .96) felt staffing issues 
required much more time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than Lead Agency staff 
(mean = 2.53, st. dev. = 1.51) 
F(l,59) = 16.072, p<.000 

STAFFING ISSUES - Healthcare Administrators (HCAs) (mean = 3.00, st. dev. = 1.30) 
felt staffing issues required much less time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 3.80, st. dev. = 1.13) 
F(l,60) = 6.134, p<.016 

STAFFING ISSUES - Physicians (mean = 3.95, st. dev. = 1.08) felt staffing issues 
required much more time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than Healthcare Administrators 
(HCAs) (mean = 3.00, st. dev. = 1.30) 
F(l,37) = 6.118, p<.018 

INADEQUATE STAFFING LEVELS - Madigan staff (mean = 4.13, st. dev. = .93) feel 
that inadequate staffing levels pose a greater potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than Lead Agency staff (mean = 3.47, st. dev. = 1.41) 
F(l,59) = 16.072, p<.000 
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TRAINING OF MAMC STAFF 

TRAINING OF MAMC STAFF - New Employees (mean = 4.55, st. dev. = .93) 
felt training of MAMC staff was much more important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than other employees (mean = 3.67, st. dev. = 1.29) 
F(l,60) = 4.554, p<.037 

TRAINING OF MAMC STAFF - Healthcare Administrators (HCAs) (mean = 2.80, 
st. dev. = 1.54) felt training of MAMC staff required much less time in preparing 
for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.53, st. dev. = 1.13) 
F(l,60) = 4.457, p<.039 

TRAINING OF MAMC STAFF - Physicians (mean = 3.84, st. dev. = 1.01) felt training 
of MAMC staff required much more time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-physicians 
(mean = 3.05, st. dev. = 1.36) 
F(l,60) = 5.096, p<.028 

TRAINING OF MAMC STAFF - Physicians (mean = 3.84, st. dev. = 1.01) felt training 
of MAMC staff required much more time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than Healthcare 
Administrators (HCAs) (mean = 2.80, st. dev. = 1.54) 
F(l,37) = 6.144, p<.018 

INADEQUATE TRAINING - Physicians (mean = 3.25, st. dev. = 1.23) feel that 
inadequate training poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than non-physicians (mean = 3.98, st. dev. = 1.01) 
F(l,60) = 5.936, p<.018 



UTILIZATION MANAGEMENT 

UTILIZATION MANAGEMENT - Nurses (mean = 5.00, st. dev. = .00) 
felt Utilization Management was much more important issue to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-Nurses (mean = 3.49, st. dev. = 1.43) 
F(l,60) = 7.732, p<.007 

UTILIZATION MANAGEMENT - Healthcare Administrators (HCAs) (mean = 2.75, 
st. dev. = 1.52) felt Utilization Management issues required much less time in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.60, st. dev. = 1.33) 
F(l,60) = 5.012, p<.029 

UTILIZATION MANAGEMENT - Physicians (mean = 3.32, st. dev. = 1.11) felt 
Utilization Management issues required less lead time (prior planning) to 
effectively implement them as part of the TRICARE Medicare Subvention 
Simulation Demonstration than non-physicians (mean = 4.00, st. dev. = 1.00) 
F(l,60) = 5.688, p<.020 

UTILIZATION MANAGEMENT - Lead Agency staff (mean = 3.73, st. dev. = .88) felt 
Utilization Management issues required much greater external coordination to 
implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than Madigan staff (mean = 3.01, st. dev. = 1.10) 
F(l,59) = 5.355, p<.024 

UTILIZATION MANAGEMENT - Physicians (mean = 2.70, st. dev. = .95) felt 
Utilization Management issues required much less external coordination to 
implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than non-physicians (mean = 3.38, st. dev. = 1.09) 
F(l,60) = 5.415, p<.023 

INADEQUATE UTILIZATION MANAGEMENT - Physicians (mean = 2.75, 
st. dev. = 1.29) feel that inadequate utilization management poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than non-physicians (mean = 3.47, 
st. dev. = 1.22) 
F(l,60) = 4.368, p<.041 



OTHER ISSUES 

ABILITY TO PROVIDE ALL MEDICARE SERVICES - Madigan staff 
(mean = 4.47, st. dev. = .78) feel that the our ability (or inability) to provide all 
Medicare services poses a greater potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than Lead Agency staff (mean = 3.73, st. dev. = 1.39) 
F(l,59) = 6.658, p<.012 

LIMITED EXPERIENCE IN FINANCIALLY RISKY SITUATIONS - Healthcare 
Administrators (HCAs) (mean = 3.40, st. dev. = 1.27) feel that limited experience 
in financially risky situations poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than non-HCAs (mean = 4.07, st. dev. = .97) 
F(l,60) = 5.207, p<.026 

LIMITED EXPERIENCE IN FINANCIALLY RISKY SITUATIONS - Healthcare 
Administrators (HCAs) (mean = 3.40, st. dev. = 1.27) feel that limited experience 
in financially risky situations poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than physicians (mean = 4.15, st. dev. = .96) 
F(l,37) = 4.279, p<.046 

NO HCFA REIMBURSEMENT - Healthcare Administrators (HCAs) (mean = 3.75, 
st. dev. = 1.33) feel that not receiving HCFA reimbursement poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 4.46, 
st. dev. = .86) 
F(l,60) = 6.364, p<.014 

NO HCFA REIMBURSEMENT - Healthcare Administrators (HCAs) (mean = 3.75, 
st. dev. = 1.33) feel that not receiving HCFA reimbursement poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than physicians (mean = 4.59, 
st. dev. = .95) 
F(l,37) = 5.084, p<.030 



INFERENCES BASED ON SIGNIFICANT SURVEY 
RESULTS (GROUPED BY SURVEY QUESTION): 

5. Rate the following issues according to their importance to your organization 
(i.e. MAMC or the Lead Agency) in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Project, with 1 being not very important and 5 being 
very important. 

CLAIMS PROCESSING/BILLING - People working in Clinical Positions 
(mean = 4.5, st. dev. = .53) felt claims processing/billing was much more 
important to the organization in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than those people in working in 
Administrative Positions (mean = 3.75, st. dev. = 1.10). 
F(l,60) = 4.406, p<.040 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 3.5, st. dev. = 1.00) felt Quality Assurance/Quality Management 
was much less important to the organization in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 4.05, st. dev. = .91). 
F(l,60) = 4.608, p<.036 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 3.5, st. dev. = 1.00) felt Quality Assurance/Quality Management 
was much less important to the organization in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than physicians 
(mean = 4.05, st. dev. = .62). 
F(l,60) = 4.243, p<.046 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Nurses (mean = 4.57, 
st. dev. = .53) felt quality assurance/quality management was much more 
important to the organization in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-Nurses (mean = 3.78, 
st. dev. = .98). 
F(l,60) = 4.375, p<.041 

STAFFING ISSUES - Madigan staff (mean = 4.65, st. dev. = .57) felt staffing issues 
were much more important to the organization in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than Lead Agency 
staff (mean = 3.87, st. dev. = 1.06) 
F(l, 59) = 13.65, p<.000 
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No Significant Differences between: 

1. New Employees (less than six months in current position) vs. others. 
2. HCA's vs. Physicians 
3. Physicians vs. non-Physicians 



6. Rate the following issues according to their importance to your position in preparing 
for implementation of the TRICARE Medicare Subvention Simulation Project, with 1 
being not very important and 5 being very important. 

ENROLLMENT/DISENROLLMENT - New Employees (mean = 4.18, st. dev. = 1.33) 
felt enrollment/disenrollment was much more important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than other employees (mean = 3.14, st. dev. = 1.43) 
F(l,60) = 4.95, p<.030 

MEETING HCFA STANDARDS AND REQUIREMENTS - Nurses (mean = 4 57, 
st. dev. = .53) felt meeting HCFA standards and requirements was much more 
important to their positions in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-Nurses (mean = 3.18, 
st. dev. = 1.47) 
F(l,60) = 6.102, p<.016 

MANAGEMENT INFORMATION SYSTEMS - Nurses (mean = 4.86, st. dev. = .38) 
felt Management Information Systems were much more important to their 
positions in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than non-Nurses (mean = 3.74, st. dev. = 1.39) 
F(l,60) = 4.394, p<.040 

MARKETTNG/BENEFICIARY EDUCATION - New Employees (mean = 4. 45), 
st. dev. = .52) felt Marketing/Beneficiary Education was much more important to 
their positions in preparing for implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than other employees (mean = 3.43, 
st. dev. = 1.42) 
F(l,60) = 5.505, p<.022 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Health Care Administrators 
(HCAs) (mean = 2.85, st. dev. = 1.42) felt Quality Assurance/Quality Management 
was much less important to their positions in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 3.58, st. dev. = 1.29). 
F(l,60) = 4.060, p<.048 

STAFFING ISSUES - Madigan staff ( mean = 4.20, st. dev. = 1.26) felt staffing issues 
were much more important to their positions in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than Lead Agency 
staff (mean = 3.27, st. dev. = 1.49) 
F(l, 59) = 5.631, p<.021 



STAFFING ISSUES - New Employees (mean = 4.82, st. dev. = .41) felt staffing issues 
were much more important to their positions in preparing for implementation of 
the TRICARE Medicare Subvention Simulation Demonstration than other 
employees (mean = 3.80, st. dev. = 1.43) 
F(l,60) = 5.366, p<.024 

STAFFING ISSUES - People working Clinical Positions (mean = 4.90, st. dev. = ..32) 
felt staffing issues were much more important to their positions in preparing for 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than those people working in Administrative Positions (mean = 3.81, 
st. dev. = 1.41) 
F(l,60) = 5.835, p<.019 

STAFFING ISSUES - Health Care Administrators (HCAs) (mean = 3.30, 
st. dev. = 1.39) felt staffing issues were much less important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 4.31, st. dev. = 1.24). 
F(l,60) = 8.372, p<.005 

STAFFING ISSUES - Physicians (mean = 4.21, st. dev. = 1.27) felt staffing issues were 
much more important to their positions in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than Health Care 
Administrators (HCAs) (mean = 3.30, st. dev. =1.38) 
F(l,37) = 4.585, p<.039 

TRAINING OF MAMC STAFF - New Employees (mean = 4.55, st. dev. = .93) 
felt training of MAMC staff was much more important to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than other employees (mean = 3.67, st. dev. = 1.29) 
F(l,60) = 4.554, p<.037 

UTILIZATION MANAGEMENT - Nurses (mean = 5.00, st. dev. = .00) 
felt Utilization Management was much more important issue to their positions in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-Nurses (mean = 3.49, st. dev. = 1.43) 
F(l,60) = 7.732, p<.007 

No Significant Differences Between: 

1.  Physicians vs. Non-Physicians 



7. Rate the following issues according to the amount of time which each 
required or will require in preparing for implementation of the TRICARE Medicare 
Subvention Simulation Project. Please give issues which you feel are not very time 
consuming a 1, and the issues which are very time consuming a 5. Your 
perception of the time you spent or will spend is more important than your trying to 
reconstruct actual time. 

CLAIMS PROCESSING/BILLING - Healthcare Administrators (HCAs) (mean =1.95, 
st. dev. = 1.28) felt claims processing/billing required much less time in preparing 
for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 2.70, st. dev. = 1.38). 
F(l,60) = 4.192, p<.045 

CONTRACTING ISSUES - Lead Agency staff (mean = 3.67, st. dev. = 1.45) felt 
contracting issues required much more time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than Madigan staff 
(mean = 2.78, st. dev. = 1.46) 
F(l,59) = 4.167, p<.046 

ENROLLMENT/DISENROLLMENT - People working in Administrative positions 
(mean = 3.12, st. dev. = 1.35) felt enrollment/disenrollment issues required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than those people working in Clinical positions 
(mean = 2.10, st. dev. = 1.45) 
F(l,60) = 4.624, p<.036 

MEETING HCFA STANDARDS AND REQUIREMENTS - Nurses (mean = 4 29, 
st. dev. = .49) felt that meeting HCFA standards and requirements required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than non-nurses (mean = 3.09, st. dev. = 3.09, 
st. dev. = 1.32) 
F(l,60) = 5.542, p<.022 

QUALITY ASSURANCE/QUALITY MANAGEMENT - Healthcare Administrators 
(HCAs) (mean = 2.30, st. dev. = 1.22) felt Quality Assurance/Quality Management 
issues required much less time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than non-HCAs (mean = 3.12, 
st. dev =1.21) 
F(l,60) = 6.155, p<.016 



QUALITY ASSURANCE/QUALITY MANAGEMENT - Physicians (mean = 3.21, 
st. dev. = 1.03) felt quality assurance/quality management issues required much 
more time in preparing for implementation of the TRICARE Medicare Subvention 
Simulation Demonstration than Healthcare Administrators (HCAs) (mean = 2.30, 
st. dev. = 1.22) 
F(l,37) = 6.311, p<.016 

STAFFING ISSUES - Madigan staff (mean = 3.86, st. dev. = .96) felt staffing issues 
required much more time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than Lead Agency staff 
(mean = 2.53, st. dev. = 1.51) 
F(l,59) = 16.072, p<.000 

STAFFING ISSUES - Healthcare Administrators (HCAs) (mean = 3.00, st. dev. = 1.30) 
felt staffing issues required much less time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-HCAs 
(mean = 3.80, st. dev. = 1.13) 
F(l,60) = 6.134, p<.016 

STAFFING ISSUES - Physicians (mean = 3.95, st. dev. = 1.08) felt staffing issues 
required much more time in preparing for implementation of the TRICARE 
Medicare Subvention Simulation Demonstration than Healthcare Administrators 
(HCAs) (mean = 3.00, st. dev. = 1.30) 
F(l,37) = 6.118, p<.018 

TRAINING OF MAMC STAFF - Healthcare Administrators (HCAs) (mean = 2.80, 
st. dev. = 1.54) felt training of MAMC staff required much less time in preparing 
for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.53, st. dev. = 1.13) 
F(l,60) = 4.457, p<.039 

TRAINING OF MAMC STAFF - Physicians (mean = 3.84, st. dev. = 1.01) felt training 
of MAMC staff required much more time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than non-physicians 
(mean = 3.05, st. dev. = 1.36) 
F(l,60) = 5.096, p<.028 

TRAINING OF MAMC STAFF - Physicians (mean = 3.84, st. dev. = 1.01) felt training 
of MAMC staff required much more time in preparing for implementation of the 
TRICARE Medicare Subvention Simulation Demonstration than Healthcare 
Administrators (HCAs) (mean = 2.80, st. dev. = 1.54) 
F(l,37) = 6.144, p<.018 



UTILIZATION MANAGEMENT - Healthcare Administrators (HCAs) (mean = 2.75, 
st. dev. = 1.52) felt Utilization Management issues required much less time in 
preparing for implementation of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.60, st. dev. = 1.33) 
F(l,60) = 5.012, p<.029 

No Significant Differences between: 

1. New Employees vs. Other Employees 



8. Rate the following issues according to the lead time (prior planning) you 
feel is required to effectively implement them as part of the TRICARE Medicare 
Subvention Simulation Project, with a 1 being very little lead time and a 5 being very 
much lead time. Even if you did not participate, please give your perception. 

CONTRACTING ISSUES - Healthcare Administrators (HCAs) (mean = 4.56, 
st. dev. = .82) felt enrollment/disenrollment issues required greater lead time 
(prior planning) to effectively implement them as part of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 3.90, 
st. dev. = 1.23) 
F(l,60) = 4.623, p<.036 

CONTRACTING ISSUES - Healthcare Administrators (HCAs) (mean = 4.56, 
st. dev. = .82) felt enrollment/disenrollment issues required greater lead time 
(prior planning) to effectively implement them as part of the TRICARE Medicare 
Subvention Simulation Demonstration than physicians (mean = 3.74, 
st. dev. = 1.28) 
F(l,37) = 5.682, p<.022 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.33, 
st. dev. = .72) felt enrollment/disenrollment issues required greater lead time 
(prior planning) to effectively implement them as part of the TRICARE Medicare 
Subvention Simulation Demonstration than Madigan Staff (mean = 3.61, 
st. dev. = 1.29) 
F(l,59) = 4.259, p<.043 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.20, st. dev. = .89) felt enrollment/disenrollment issues required greater 
lead time (prior planning) to effectively implement them as part of the TRICARE 
Medicare Subvention Simulation Demonstration than Physicians (mean = 3.42, 
st. dev. = 1.26) 
F(l,37) = 4.991, p<.032 

MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.65, st. dev. = .75) felt marketing/beneficiary education issues required 
greater lead time (prior planning) to effectively implement them as part of the 
TRICARE Medicare Subvention Simulation Demonstration than Physicians 
(mean = 3.95, st. dev. = 1.31) 
F(l,37) = 4.289, p<.045 



UTILIZATION MANAGEMENT - Physicians (mean = 3.32, st. dev. = 1.11) felt 
Utilization Management issues required less lead time (prior planning) to 
effectively implement them as part of the TRICARE Medicare Subvention 
Simulation Demonstration than non-physicians (mean = 4.00, st. dev. = 1.00) 
F(l,60) = 5.688, p<.020 

No Significant Differences between: 

1. People in clinical positions vs. people in administrative positions 
2. New employees vs. other employees 
3. Nurses vs. non-nurses 



9. Rate the issues according to the internal coordination which you feel is 
required to effectively implement them as part of the TRICARE Medicare Subvention 
Simulation Project, with a 1 being very little internal coordination and a 5 being very much 
internal coordination. 

CONTRACTING ISSUES - Lead Agency staff (mean = 4.60, st. dev. = .51) felt 
contracting issues required much greater internal coordination to implement as 
part of the TRICARE Medicare Subvention Simulation Demonstration than 
Madigan staff (mean = 3.39, st. dev. = 1.10) 
F(l,59) = 16.858, p<.000 

CONTRACTING ISSUES - Healthcare Administrators (HCAs) (mean = 4.07, 
st. dev. = 1.13) felt contracting issues required much greater internal coordination 
to implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.47, st. dev. = 1.08) 
F(l,60) = 4.015, p<.050 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.33, 
st. dev. = .62) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 3.64, st. dev. = .99) 
F(l,59) = 6.502, p<.013 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (mean = 4.24, 
st. dev. = .79) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than non-HCAs (mean = 3.59, st. dev. = .96) 
F(l,60) = 6.994, p<.010 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (mean = 4.24, 
st. dev. = .79) felt enrollment/disenrollment issues required much greater internal 
coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Physicians (mean = 3.57, st. dev. = 1.07) 
F(l,37) = 5.020, p<.031 

MARKETING/BENEFICIARY EDUCATION - Lead Agency staff (mean = 4.47, 
st. dev. = .64) felt marketing/beneficiary education issues required much greater 
internal coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 3.60, st. dev. = 1.14) 
F(l,59) = 7.751, p<.007 



MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.29, st. dev. = .93) felt marketing/beneficiary education issues required 
much greater internal coordination to implement as part of the TRICARE 
Medicare Subvention Simulation Demonstration than non-HCAs (mean = 3.62, 
st. dev. = 1.12) 
F(l,60) = 5.460, p<.023 

MANAGEMENT INFORMATION SYSTEMS - Lead Agency staff (mean = 4.73, 
st. dev. = .46) felt management information systems issues required much greater 
internal coordination to implement as part of the TRICARE Medicare Subvention 
Simulation Demonstration than Madigan staff (mean = 4.01, st. dev. = .99) 
F(l,59) = 7.455, p<.008 

No Significant Differences between: 
1. People in clinical positions vs. people in administrative positions 
2. New employees vs. other employees 
3. Physicians vs. non-physicians 
4. Nurses vs. non-nurses 



10. Rate the issues according to the coordination with entities outside the 
hospital you feel is required to effectively implement them as part of the TRICARE 
Medicare Subvention Simulation Project, with a 1 being very little external coordination 
and a 5 being very much external coordination. 

CONTRACTING ISSUES - Lead Agency staff (mean = 4.67, st. dev. = .49) felt 
contracting issues required much greater external coordination to implement as 
part of the TRICARE Medicare Subvention Simulation Demonstration than 
Madigan staff (mean = 3.99, st. dev. = 1.15) 
F(l,59) = 4.926, p<.030 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.40, st. dev. = .82) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 3.64, 
st. dev. = 1.14) 
F(l,60) = 7.135, p<.010 

ENROLLMENT/DISENROLLMENT - Healthcare Administrators (HCAs) 
(mean = 4.40, st. dev. = .82) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than Physicians (mean = 3.67, 
st. dev. = 1.29) 
F(l,37) = 4.471, p<.041 

MANAGEMENT INFORMATION SYSTEMS - Lead Agency staff (mean = 4.40, 
st. dev. = .83) felt <^n\raoltng Issu!is required much greater external coordination 
to implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than Madigan staff (mean = 3.52, st. dev. = 1.22) 
F(l,59) = 6.759, p<.012 

MARKETING/BENEFICIARY EDUCATION - Healthcare Administrators (HCAs) 
(mean = 4.77, st. dev. = .42) felt enrollment/disenrollment issues required much 
greater external coordination to implement as part of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 4.26, 
st. dev. = 1.03) 
F(l,60) = 4.565, p<.037 

UTILIZATION MANAGEMENT - Lead Agency staff (mean = 3.73, st. dev. = .88) felt 
Utilization Management issues required much greater external coordination to 
implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than Madigan staff (mean = 3.01, st. dev. = 1.10) 
F(l,59) = 5.355, p<.024 



• UTILIZATION MANAGEMENT - Physicians (mean = 2.70, st. dev. = .95) felt 
Utilization Management issues required much less external coordination to 
implement as part of the TRICARE Medicare Subvention Simulation 
Demonstration than non-physicians (mean = 3.38, st. dev. = 1.09) 
F(l,60) = 5.415, p<.023 

No Significant Differences between: 
1. People in clinical positions vs. people in administrative positions 
2. New employees vs. other employees 
3. Nurses vs. non-nurses 



11. Since no one in the MHSS has ever implemented a program such as the TRICARE 
Medicare Subvention Simulation Project before, some activities required to plan for 
implementation of the demonstration project are familiar and some are not familiar. Please 
rate the issues according to the amount of learning which you feel is required to manage 
them effectively, with a 1 being very little learning and a 5 being very much learning. 

ENROLLMENT/DISENROLLMENT - Lead Agency staff (mean = 4.00, 
st. dev. = 1.00) felt enrollment/disenrollment issues required much more new 
learning to manage them effectively in implementing the TRICARE Medicare 
Subvention Simulation Demonstration than Madigan staff (mean = 3.23, 
st. dev. = 1.26) 
F(l,59) = 4.664, p<.035 

MEETING HCFA STANDARDS AND REQUIREMENTS - Healthcare 
Administrators (HCAs) (mean = 4^55, st. dev. = .88) felt meeting HCFA standards 
and requirements issues required much more new learning to manage them 
effectively in implementing the TRICARE Medicare Subvention Simulation 
Demonstration than non-HCAs (mean = 3.84, st. dev. = 1.08) 
F(l,60) = 6.689, p<.026 

MEETING HCFA STANDARDS AND REQUIREMENTS - Healthcare 
Administrators (HCAs) (mean = 4.55, st. dev. = .88) felt meeting HCFA standards 
and requirements issues required much more new learning to manage them 
effectively in implementing the TRICARE Medicare Subvention Simulation 
Demonstration than physicians (mean = 3.74, st. dev. = 1.24) 
F(l,37) = 5.593, p<.023 

No Significant Differences between: 
1. People in clinical positions vs. people in administrative positions 
2. New employees vs. other employees 
3. Physicians vs. non-physicians 
4. Nurses vs. non-nurses 



• 

LIMITED EXPERIENCE IN FINANCIALLY RISKY SITUATIONS - Healthcare 
Administrators (HCAs) (mean = 3.40, st. dev. = 1.27) feel that limited experience 
in financially risky situations poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than non-HCAs (mean = 4.07, st. dev. = .97) 
F(l,60) = 5.207, p<.026 

LIMITED EXPERIENCE IN FINANCIALLY RISKY SITUATIONS - Healthcare 
Administrators (HCAs) (mean = 3.40, st. dev. = 1.27) feel that limited experience 
in financially risky situations poses a smaller potential threat to the successful 
implementation of the TRICARE Medicare Subvention Simulation Demonstration 
than physicians (mean = 4.15, st. dev. = .96) 
F(l,37) = 4.279, p<.046 

NO HCFA REIMBURSEMENT - Healthcare Administrators (HCAs) (mean = 3.75, 
st. dev. = 1.33) feel that not receiving HCFA reimbursement poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than non-HCAs (mean = 4.46, 
st. dev. = .86) 
F(l,60) = 6.364, p<.014 

NO HCFA REIMBURSEMENT - Healthcare Administrators (HCAs) (mean = 3.75, 
st. dev. = 1.33) feel that not receiving HCFA reimbursement poses a smaller 
potential threat to the successful implementation of the TRICARE Medicare 
Subvention Simulation Demonstration than physicians (mean = 4.59, 
st. dev. = .95) 
F(l,37) = 5.084, p<.030 

No Significant Differences between: 
1. New employees vs. other employees 
2. Nurses vs. non-nurses 

\ 


